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And a woman spoke, saying, Tell us of pain 
and he said: Your pain is the breaking of the 
shell that encloses your understanding. 
Even as the stone of the fruit must break, that 
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so must you know pain. 
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Bakgrunnur: Fáar rannsóknir hafa skoðað væntingar og reynslu kvenna af 
sársauka í fæðingu og hvaða þættir hafa forspárgildi um jákvæða reynslu af 
honum. Þá hafa fáar rannsóknir skoðað sársauka í fæðingu út frá heilsueflandi 
sjónarmiði (salutogenic) og hvernig konur undirbúa sig fyrir sársaukann og 
hvað þær gera sjálfar til að takast á við hann.  
Markmið rannsóknarinnar var að auka þekkingu á væntingum og reynslu 
kvenna af sársauka í fæðingu og greina hvaða þættir hafa forspárgildi varðandi 
jákvæða reynslu af sársauka í fæðingu. Markmið rannsóknarinnar var einnig 
að skoða sárauka í fæðingu út frá heilsueflandi sjónarmiði og hvernig konur 
undirbúa sig fyrir sársaukann og hvað þær gera sjálfar til að takast á við hann. 
Aðferðir: Ritgerðin byggir á þremur rannsóknum. Í fyrstu rannsókninni (grein 
I), sem var eigindleg rannsókn, var notast við aðferðafræði Vancouver-skólans 
í fyrirbærafræði. Gögnum var safnað með opnum viðtölum við 14 konur, sem 
voru valdar með tilgangsúrtaki. Skilyrði fyrir þátttöku voru að konurnar hefðu 
verið heilbrigðar á meðgöngu, að engin alvarleg frávik hefðu átt sér stað í 
fæðingunni og að börn þeirra hefðu verið heilbrigð. Viðtöl voru tekin við 
konurnar þegar liðnar voru ekki minna en átta klukkustundir og ekki meira en 
fjórir sólarhringar frá fæðingunni. Rannsókn tvö (grein II) var megindleg 
þverskurðarannsókn gerð á landsvísu þar sem þátttakendur voru valdir með 
hentugleikaúrtaki. Lagskipt var eftir búsetu og komu í meðgönguvernd, á 26 
heilsugæslustöðvum á Íslandi, snemma á meðgöngu. Spurningalistar voru 
póstsendir heim til þeirra kvenna sem höfðu samþykkt að taka þátt í 
rannsókninni, 1111 konur tóku þátt og svarhlutfall var 63%. Þriðja rannsóknin 
(grein III) var ferlirannsókn þar sem konum sem svöruðu spurningalista í 
rannsókn tvö var sendur annar spurningalisti fimm til sex mánuðum eftir 
fæðingu. Alls voru greind gögn frá 726 konum. Gögnin voru greind án svara 
frá konum sem fóru í fyrirfram ákveðinn keisaraskurð. Svarhlutfall var 68%.  
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Niðurstöður: Helstu niðurstöður rannsóknanna eru þær að konur undirbúa sig 
á meðgöngu fyrir sársauka og nota eigin aðferðir til að takast á við sársauka í 
fæðingu. Þær hafa yfirleitt jákvætt viðhorf til sársaukans og margir mismunandi 
þættir hafa forspárgildi um jákvæða upplifun af sársauka í fæðingu. Með því 
að rannsaka sársauka fyrst frá sjónarhóli kvenna með eigindlegri aðferð (grein 
I) og út frá þeim niðurstöðum rannsaka fyrirbærið með megindlegum aðferðum 
(grein II og III) fékkst heildræn sýn á sársauka í fæðingu frá sjónarhorn kvenna. 
Í grein eitt var yfirþemað: fæðing er sársaukafull, krefjandi og erfið en eitthvað 
sem hægt er að komast yfir með mismunandi aðferðum og með aðstoð 
hvetjandi og valdeflandi ljósmóður. Konurnar notuðu ýmis ráð til að undirbúa 
sig á meðgöngunni fyrir sársaukann s.s. að afla sér upplýsinga, efla eigin styrk, 
gera sér grein fyrir eigin viðhorfum og að þróa með sér jákvætt viðhorf til 
sársaukans. Þegar að fæðingunni kom reyndu þær að láta líkamann leiða sig 
og treysta honum þrátt fyrir sársaukann. Konurnar lögðu áherslu á að tíminn 
milli hríðanna væri mikilvægur til þess að öðlast styrk til að takast á við 
sársaukann. Konunum fannst gagnlegt að fá að vera í eigin veröld án 
utanaðkomandi truflana, með stuðning frá valdeflandi ljósmóður og styðjandi 
aðstandanda. Sumum fannst nauðsynlegt að nota mænurótardeyfingu þegar 
sársaukinn varð yfirþyrmandi, öðrum fannst hjálplegt að gefa frá sér hljóð og 
muna að sársaukinn tæki enda og þær fengju barnið í fangið. Konunum fannst 
að sársauki í fæðingu væri ólíkur öðrum sársauka. Í kjölfar fæðingarinnar 
fannst þeim mikilvægt að vera sáttar við sársaukann og það að takast á við 
hann hefði styrkt sjálfsmynd þeirra. Í grein II voru megin niðurstöður þær að 
meðaltal styrks sársauka sem barnshafandi konur bjuggust við að finna í 
fæðingunni var 5.58 (SD = 1.38) mældur á sjö punkta kvarða þar sem lægsta 
gildi var einn (engin sársauki) og hæsta gildi var 7 (mesti hugsanlegi sársauki). 
Flestar konur (77%) höfðu jákvæð viðhorf til verkjameðferðar án lyfja og 35% 
höfðu jákvæð viðhorf til verkjameðferðar með lyfjum. Þær breytur sem höfðu 
sterkustu forspárgildi um það að vænta mikils sársauka í fæðingu voru 
eftirfarandi; neikvæð viðhorf til komandi fæðingar, lítil öryggiskennd (e. low 
manifestation of sense of security) og jákvætt viðhorf til verkjameðferðar með 
lyfjum. Konur sem bjuggu utan höfuðborgarsvæðisins bjuggust við minni 
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sársauka í fæðingu en þær sem voru búsettar innan þess. Megin niðurstöður í 
grein III voru þær að stór hluti kvenna upplifðu sársaukann sem fylgdi 
fæðingunni á jákvæðan hátt þar sem meðalgildi var 4,21 (SD = 1,73) á sjö 
punkta kvarða sem náði frá einum (mjög neikvæð upplifun af sársauka) að sjö 
(mjög jákvæð upplifun af sársauka). Þær breytur sem höfðu sterkustu 
forspárgildi fyrir jákvæða upplifun af sársauka í fæðingu voru: jákvæð viðhorf 
til fæðingar á meðgöngu, stuðningur frá ljósmóður meðan á fæðingu stóð, 
notkun mænurótadeyfingar, menntun og lítill sársaukastyrkur í fæðingu. Í 
rannsóknunum þremur var lögð áhersla á að greina þá þætti sem hafa verið 
skilgreindir heilsueflandi útkomubreytur í tengslum við konur í barneignarferlinu 
(salutogenic outcome variables) og samband þeirra við aðrar áhrifabreytur. 
Ályktanir: Niðurstöður þessara rannsókna sýna væntingar og reynslu af 
sársauka í fæðingu frá sjónarhóli kvenna, sem hefur verið nefnt þriðja 
sjónarhornið, þar sem það fyrsta og annað eru sjónarhorn ljósmæðra annars 
vegar og lækna hins vegar. Niðurstöðurnar ítreka mikilvægi þess að taka tillit 
til sjónarhorns kvenna við skipulagningu barneignarþjónustu og þeirra 
heilsueflandi þátta sem geta haft áhrif á jákvæða upplifun af sársauka í 
fæðingu. Þetta krefst heildrænnar nálgunar og einstaklingsmiðaðrar 
umönnunnar, sem er í samræmi við salutogenesis þar sem lögð er áhersla á 
styrk hvers og eins fremur en á áhættu og sjúkdóma. Heilsueflandi þætti þarf 
að setja í forgang við skipulagningu barneignarþjónustu. Frekari rannsókna er 
þörf á þessu sviði, til dæmis þarf að rannsaka hvernig vænlegast er að efla 
jákvætt viðhorf til sársauka í fæðingu. 
 






Background: Few studies have focused on women’s expectations and 
experience of childbirth pain and what predicts a positive childbirth pain 
experience. Moreover, few studies have explored childbirth pain from a 
salutogenic perspective and from the perspective of childbearing women, how 
they prepare for and manage the pain.  
Aim: The aim of this doctoral thesis was to increase knowledge about women’s 
expectations and experiences of childbirth pain and to identify predictors of 
pregnant women’s expected intensity of childbirth pain and what factors predict 
a positive childbirth pain experience. Moreover, the aim was to study childbirth 
pain from a salutogenic perspective and how women prepare for and manage 
childbirth pain. 
Methods: The thesis comprise three different studies. In the first study, which 
was a qualitative study (Paper I) the Vancouver School of doing 
Phenomenology was used as a research approach. Data were collected with 
open interviews with 14 women, selected through purposeful sampling, who 
had been healthy and had undergone normal labour and produced healthy 
babies not less than 8 hours to four days before the interview took place. In 
the second study (Paper II), a cross-sectional survey and self-reported 
questionnaires were used to collect data from pregnant women (n=1111) in 
Iceland early in the pregnancy, at 26 of the largest primary healthcare centres 
in Iceland. This consecutive national sample was stratified by residency, the 
questionnaires were posted to women that had agreed to take part in the study, 
and the response rate was 63%. The third study (Paper III) was a population-
based cross-sectional cohort study, where the participants in Study II were 
sent a questionnaire five to six months after childbirth. Data from 726 women 
were used after removing data for women who had pre-planned C-sections. 
The response rate was 68%. 
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In all the studies, the focus was on salutogenic outcomes and their connection 
to other factors in women’s own expectations and experience of childbirth pain.  
Results: The main results of the three studies are that women do prepare 
themselves during pregnancy for managing the pain of childbirth and use their 
own strategies to manage childbirth pain. They generally have a positive 
attitude to pain during childbirth and many different factors predict positive 
childbirth pain experience. By studying pain first from the perspective of 
women with a qualitative approach (Paper I), and from those results 
investigating the object using quantitative methods (Paper II and III) a holistic 
view of pain in childbirth from the perspective of women was gained. Paper I: 
The overriding theme constructed was: childbirth pain was demanding and 
difficult but could be managed with different strategies and with support from 
encouraging and empowering midwives. The participating women used 
different means to prepare themselves for the birth, including obtaining 
information, increasing their own strength, taking into account their own 
attitudes and developing a positive attitude toward the pain. During the birth 
they tried to let their bodies lead the way and trusted their bodies, despite the 
pain. The women emphasized that the time between contractions was 
important in order to develop strength to manage the pain. The results showed 
also that the women found it useful to be, mentally, in their own world without 
outside interference, gaining strength from an empowering midwife and a 
supportive relative. Some thought it necessary to use an epidural when the 
pain was overwhelming, others felt it helpful to make a noise and to remember 
that the pain would end and they would be rewarded with a baby in their arms. 
The women felt the pain of childbirth was unlike any other pain. In the aftermath 
of the birth they felt it was important to be at peace with the pain and that the 
effort had strengthened their self-image. Paper II: The mean score for the 
expected intensity of childbirth pain was 5.58 (SD=1.38) measured on a seven-
point scale. Most women (77%) had a positive attitude towards pain 
management without medication and 35% had a positive attitude to pain 
management with medication. The strongest predictors of a high expected 
intensity of childbirth pain score were: a negative attitude to the impending 
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birth, low manifestation of a sense of security, and a positive attitude to pain 
management with medication. Women living outside the capital area were less 
likely to have a high expected intensity of childbirth pain. Paper III: A large 
group of women experienced childbirth pain as positive, as the mean score 
was 4.21 (SD = 1.73) on a seven-point scale ranging from ‘very negative’ (1) 
to ‘very positive’ (7). The strongest predictors for women’s positive childbirth 
pain experience were: a positive attitude to childbirth during pregnancy, 
support from the midwife during birth, use of epidural analgesia, high level of 
education and low intensity of pain in childbirth.  
Conclusions: The results of these studies highlight women’s expectations and 
experiences of childbirth pain, which has been named the third paradigm, the 
first and second being the midwifery and the medical paradigm. The results 
emphasize the importance of taking the women’s perspective into account 
when planning childbirth services and health-promoting factors contributing to 
a positive childbirth pain experience.  
This highlights a holistic approach and individualized care, which is in 
accordance with the theory of salutogenesis that focuses on the strength of 
each and every individual rather than on risk and diseases. These factors need 
to be highlighted when planning childbearing services. Further research is 
needed in this important area, for example, studying the most effective way to 
enhance positive attitude towards childbirth pain. 
 
Keywords: pain, pain management, expectations, experience, pregnancy, 
childbirth, predictors, midwifery. 
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1  Introduction 
Childbirth is often one of the most painful experiences that women go through 
during their lives but nonetheless it is also one of their greatest and most 
wonderful experiences. Therefore, it is surprising how little knowledge is 
available regarding women’s own expectations and experiences of pain, how 
they manage the childbirth pain and what predicts a positive childbirth pain 
experience. 
Studies have linked different factors to women’s experiences of childbirth 
such as, expectations, former experience, attitude to the upcoming childbirth, 
attitude to pain management and the use of different pain management 
methods during childbirth (Hauck et al., 2007; Lindholm & Hildingsson, 2015; 
Malacrida & Boulton, 2014; Nilsson et al., 2013). Furthermore, a sense of 
ability to manage childbirth pain and the midwifery care also seem to play an 
important role in the childbearing experience (Leap et al., 2010). Hence, more 
information is needed on how these different factors affect women’s 
experience of pain and what predicts a positive experience of childbirth pain. 
It is important to strengthen women to deal with childbirth pain in every 
possible way in order to increase the chances of childbirth satisfaction 
(Goodman et al., 2004; Lally et al., 2014; Waldenström, 1999). In high income 
Western Societies midwives are the primary healthcare givers during 
pregnancy and birth and as such, it is important that midwives pay attention to 
their relationship with the women they are taking care of (Hunter et al., 2008). 
Hence, for good quality of care during the childbearing process having 
knowledge and understanding regarding women’s expectations and 
experience of pain and how women manage the childbirth pain is essential.  
According to Gibson (2014) women understand and experience labour as 
related to two competing views of childbirth pain. One is the biomedical view, 
where pain is seen as abnormal and where, therefore, analgesia use is 
encouraged to relieve the pain. The second is the midwifery view where it is 
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understood as a normal part of labour that should be worked with instead of 
against it. Physiological factors such as the rise in the pain threshold that 
occurs during pregnancy and labour makes women more capable of managing 
childbirth pain. In a study of forty pregnant women at term, the pain threshold 
was significantly higher during the active phase of labour than it had been 
during late pregnancy (Caton et al., 2002; Ohel et al., 2007). Even though pain 
management has been defined as encompassing pharmacological, 
nonpharmacological, and other approaches to prevent, reduce, or stop pain 
sensations (medical-dictionary.thefreedictionary.com) the question is what are 
the attitudes and coping mechanisms of the woman during pregnancy and 
childbirth. Many papers describe different kinds of pain management pregnant 
women prefer to use when they give birth, what they actually use and also 
papers that describe women’s perception of pain during childbirth (Adams et 
al., 2015; Watson et al., 2007; Larkin et al., 2009). A study, using mata-analysis 
to assess the effects of nonpharmacological approaches to pain management 
in childbirth found that nonpharmacological approaches are associated with a 
reduction in epidural rate and a higher satisfaction with the childbirth 
experience (Chaillet et al., 2014). 
A few studies have linked high personal control with various factors 
connected to childbirth, such as experience of pain, pain management and 
satisfaction with childbirth experience (Christiaens et al., 2010; Christiaens & 
Bracke, 2007; Goodman et al., 2004; Wright et al., 2000). Hence, the feeling 
of being in control during childbirth also decreased the use of pain relief among 
women (Cheung et al., 2007; Gibbins & Thomson, 2001). 
  Childbirth in Iceland 
In Iceland, where this research project took place, the population is about 
325,000 (Statistics Iceland, 2016) with approximately 4500 births per year and 
70% of these births are at the National University Hospital of Iceland 
(Landspitali) in the capital area of Reykjavik. There are seven other maternity 
hospitals around Iceland, with different levels of service (Bjarnadóttir, 2014). 
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Iceland has 45 primary healthcare centres which offer antenatal care for 
healthy pregnant women. Fifteen of these are in the capital area and the other 
30 are located all around Iceland. Midwives are the primary caregivers during 
normal pregnancy, childbirth and the post-partum period. The Directorate of 
Health in Iceland has published clinical guidelines suggesting that healthy 
primipara women (women who are having their first child) in normal pregnancy, 
should be offered maternity care approximately 10 times and multipara women 
(women who already have at least one child) approximately 7 times. The 
service should be provided by a midwife and a family doctor. Moreover, it is 
recommended that women are offered ultrasound twice, provided by a midwife 
or an obstetrician, when women are approximately twelve weeks and again at 
19 weeks pregnant (Kristjánsdóttir et al., 2010). The services offered 
throughout the childbirth process are provided by the public healthcare system 
for all pregnant women (Registers Iceland, 2016). 
The mean age of pregnant women is approximately 29 years and 
primipara women are approximately 38% of pregnant women. The rate of 
caesarean sections has been between 15-17% for the last few years. At 
Landspitali, 19% of the women who go into spontaneous labour are given 
oxytocin during labour and the induction rate was 25% in 2013 (Bjarnadóttir, 
2014). 
The newest European perinatal health report shows that the fertility rates 
in European countries varies from 1.17 in Latvia to 2.2 in Iceland. Figures for 
perinatal mortality rates per 1000 total births varied from 3.2 in Slovakia and 
Portugal to 9.2 in France. In addition the caesarean section rate varies from 
15% in Iceland to 52% in Cyprus (EURO-PERISTAT Project with SCPE and 
EUROCAT., 2013). 
According to the newest report on childbirth in Iceland, where figures for 
a ten years’ period are published, the childbirth rate varied with the years in 
question. In 2004 the childbirth rate for the whole country was 4187, in 2009 it 
had raised to 4939, and in 2013 it had dropped again to 4236. The proportion 
for caesarean sections had also changed over the ten years’ period. In 2004 
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the proportion was 16.6% and went up to 17.1% in 2007 and dropped to 15.5% 
in 2013. The number of instrumental deliveries varied from 6.5% up to 8.6% 
for the 10 years period (Bjarnadóttir, 2014). 
The antenatal services have also been changing, and the antenatal visits 
have decreased for healthy women and women are discharged earlier from 
hospitals after childbirth (Kristjánsdóttir et al., 2010). Midwives offer private 
services after discharge from hospital for 5-7 days both for women after normal 
childbirth and after caesarean section and approximately 75% of all women 
attend the service (Directorate of Health, 2014). 
The home birth rate for the last ten years has been increasing and in 2013 
the home birth rate was 1.9 % for the whole country, the highest of the Nordic 
countries (Bjarnadóttir, 2013). There has been a debate about home birth 
safety in Iceland, as in many other countries (Gottfredsdottir et al., 2015) but a 
recent retrospective cohort study comparing the total population of planned 
307 home births in 2005-2009, to a matched 1:3 of 921 planned hospital births, 
concluded that for low risk women, home birth was as safe as hospital birth 
(Halfdansdottir et al., 2015). 
In the childbirth report which has been published every year in Iceland 
since 1994, outcome of care is mainly based on medical diagnosis. The only 
pain management outcome is whether or not the women have had epidural 
analgesia and in the last years the epidural rate has been up to 45% 
(Bjarnadóttir, 2014). No information is available regarding other methods of 
pain management or the experience of childbirth pain. However, records from 
the Head Midwife of Landspitali show that the use of nitrogen oxide therapy is 
approximately 55%, use of bath 26%, acupuncture 9% and use of hot or cold 
pads 20% (Oral information, Anna Sigridur Vernhardsdottir, June, 2016). 
Midwifery education in Iceland, which is a two-year programme, has been 
at the university level since 1996, with the entry admission requirements a four-
year Bachelor of Science degree in nursing and a licence to practice in nursing. 
Thus, the total length of midwifery education is six years (Ólafsdóttir, 2011). 
Most of the midwives work for governmental institutions and are the primary 
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healthcare givers during healthy pregnancy, normal birth and after childbirth. 
In accordance with Icelandic regulations all midwives are licenced to work as 
private midwives, offering services for home births and postnatal services at 
home for 5-10 days, strengthened by official guidelines on contraindications 
and transfer indications (Directorate of Health, 2007). 
  Midwifery and salutogenesis 
The International Confederation of Midwives (2014) has published their 
philosophy regarding midwifery care: A holistic approach, continuous care, 
enhancing health, partnership with women as well as the carer grounded in 
understanding of social, emotional, cultural, spiritual, psychological and 
physical experiences of women as the core components of the philosophy. 
This philosophy puts the emphasis on the holistic approach and individualized 
care, which is in line with the theory of salutogenesis that focuses on the 
strength of each and every individual rather than on risk and diseases. 
Midwifery models of care have been identified as physio-social approach 
models, whereas the medical model’s philosophical basis is a medico-
technical approach (Berg et al., 2012; Hildingsson et al., 2016). In maternity 
care in western societies, the emphasis on pathogenic outcomes, risk and 
complications has been criticized. The maternity services have changed from 
a social to a medicalized system over the twentieth century and healthcare 
providers are debating whether the focus should be on risk or well-being 
(Bryers & van Teijlingen, 2010). In the childbirth literature, salutogenesis has 
been in the spotlight in the recent years, expressing how this approach links to 
midwifery models of care and can be used to improve the health care system 
and maternity care. The theory of salutogenesis could form a solid theoretical 
framework for health promotion looking at what creates health rather than on 
what are the limitations and the causes of diseases. Furthermore, a 
salutogenic approach focuses on personal resources and the direction towards 
health, instead of looking at individuals as only either healthy or sick (Downe, 
2009; Ferguson et al., 2015; Perez-Botella et al., 2015; Smith et al., 2014). 
Focusing on salutogenic outcomes is truly a new way of enhancing the quality 
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of childbirth services, quality that potentially has positive impact on woman’s 
life for years to come (Downe, 2009). 
Aaron Antonovsky published the theory of Salutogenesis in 1979. His 
studies of survivors of the Holocaust showed that the well-being of the 
survivors was based on the connection between individuals, their experiences 
and their social histories. To his surprise he found that among the survivors 
were people with high levels of optimism and social success. According to 
Antonovsky, people that generally had the feeling of an inner trust and that 
everything would be all right were able to identify the benefits and use their 
general resistance resources in their surroundings (Antonovsky, 1979). A key 
concept of the theory is’ sense of coherence’ which is composed of three 
components: meaningfulness, manageability and comprehensibility. 
Measuring scale of Antonovsky’s which measures people’s experience of their 
own existing and potential resources to manage through life. Sense of 
coherence is a predictor of health and has been shown to influence the 
outcome of childbirth (Ferguson et al., 2015). However, the theory of 
salutogenesis entails much more than sense of coherence, it is a broad theory 
which focuses on resources, competencies, abilities, and assets of the 
individual, the group and society. 
According to Downe and McCourt (2008) the theory of salutogenesis can 
be used in maternity care focusing on potentially powerful factors for optimum 
childbearing. They look at salutogenesis as a way of seeing, as opposed to 
pathogenesis and value positive childbirth experience and its implications for 
individual and societal well-being. This is important in our healthcare system, 
which is rooted in pathology, as the measured outcomes of childbirth are 
focused on medical diagnoses rather than positive health outcomes (Ferguson 
et al., 2015; Smith et al., 2014). Women’s experience of childbirth pain has 
already been identified as one of the salutogenic focused outcomes together 
with mothers own view and normal vaginal birth (Smith et al., 2014).  
In Europe, where over 5 million births occur per year, childbirth outcome 
is considered to be very good with high standards of care. Yet some countries 
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have up to 52.2% planned caesarean section rate, and the induction rate is 
almost 30% and has been increasing for years (EURO-PERISTAT Project with 
SCPE and EUROCAT., 2013).  
  Normal childbirth 
Normal birth of healthy women is not easy to define. Different approaches to 
childbirth perhaps explain why. Increasing technicalization and medicalization 
have influenced which parameters have been used to define normal birth such 
as: no problems in pregnancy; spontaneous onset; thirty seven to forty three 
weeks gestation; singleton foetus; presenting by the vertex; clear amniotic 
fluid; progressively stronger; more frequent uterine contractions; progressive 
effacement of dilation of the cervix; bulging forewater under pressure from 
contractions; mother and baby show no abnormality; progressive foetal 
descent through birth canal resulting in a spontaneous vaginal delivery of a live 
healthy baby; and complete expulsion of the placenta and membranes (Gould, 
2000). A well-known short clinical definition from the World Health 
Organisation is: normal labour occurring spontaneously at term with a vertex 
presentation of a singleton foetus and completed within 24 hours without 
trauma to mother or foetus (Tiran, 1997). 
Normality varies between countries and different times and health 
professionals often identify normal birth as something between natural and 
common. While some people define normal birth as a natural birth without any 
intervention, others define labour as normal if it is vaginal and with an epidural 
for pain management (Waldenström, 2007). The concept of normal birth has 
also been discussed in connection with the concept of natural, good or good 
enough birth based on individual experience (Darra, 2009). Hence, no general 
definition of normal birth is acknowledged worldwide and over the years’ 
different professions have approached the concept differently. In this thesis, 
however, the definition of the International Confederation of Midwives, partly 
based on Darra (2009), of normal birth is used: A unique dynamic process in 
which foetal and maternal physiologies and psychosocial contexts interact 
(with the goal of mother and baby being well). Normal birth is where the woman 
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commences, continues and completes labour with the infant being born 
spontaneously at term, with cephalic birth presentation, without any surgical, 
medical, or pharmaceutical intervention, but with the possibility of referral when 
needed (International Confederation of Midwives, 2016).  
Larkin et al. (2009) assert that the experience of childbirth is an important 
life experience for women who have given birth and an individual, complex, 
painful, powerful process that can change the mother’s life. This contributes to 
reinstating the culture of normality of childbirth, working with the pain tied to 
the philosophy of midwifery that includes having confidence in the woman to 
give birth physiologically (Mander, 2011). Seeing childbirth as a life experience 
with the salutogenic theory in mind, can be an opportunity to turn the focus in 
maternity care from treatment of poor health to service to health enhancement 
(Perez-Botella et al., 2015). 
  Definition of pain in childbirth 
It is widely acknowledged that childbirth is painful, yet it is not formally a part 
of a definition of childbirth, normal or not. Different theories and definitions of 
pain have been composed. The International Association for the Study of Pain 
(2014) has defined it as "an unpleasant sensory and emotional experience 
associated with actual or potential tissue damage, or described in terms of 
such damage” (International Association for the Study of Pain, 2014). This 
definition has been widely used but perhaps it is not suitable for pain during 
childbirth. On the other hand, maybe Melzack’s and Wall’s (1991) wide and 
multi-layered definition seems to be more suitable for childbirth pain: "a 
category of experiences, signifying a multitude of different, unique experiences 
having different causes and characterised by different qualities varying along 
a number of sensory, affective and evaluative dimensions”. Melzack’s 
definition is more in line with women’s own description of pain in childbirth 
which often are different from other kinds of pain (Kennedy et al., 2004). 
Mander (2011) claims that most theories have oversimplified the pain 
experience most particularly childbirth pain. Studies have shown, after all, that 
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women describe pain in labour as being different from any other pain (Callister 
et al., 2003). Pain in labour has been looked at as a unique kind of pain, 
something that brings both pleasure and excitement but also often anxiety 
(Lundgren et al., 2009; Melender, 2006). Women have, for example, described 
it as a transformative experience implying victory and strength, healing and 
short- and long-term outcomes (Kennedy et al., 2004). 
  Measuring pain in childbirth 
Lack of guidelines for the assessment and documentation of the degree of 
childbirth pain is widely acknowledged and studies suggest that although pain 
is discussed in the delivery ward it is not done in a structured or consistent 
way. This may lead to a great difference in how midwives assess, document 
and treat childbirth pain (Bergh et al., 2015). 
In the research literature on childbirth pain, there is no consensus 
regarding when and how pain should be measured. Among the most frequently 
used scales to measure childbirth pain, are the Visual Analogue Scale, 
Numerical Rating Scale, Verbal Rating Scale and the FACES Pain Scale 
revised. These measures have strengths and weaknesses, especially in terms 
of linear qualities and distribution. Perhaps the most important validity criterion, 
when measuring pain in childbirth, is the ability of the scale to detect changes 
in the intensity of the pain which they have all proved to have. The Visual 
Analogue Scale has more ration scale qualities than other pain intensity 
scales. However, the Numerical Rating Scale seems to be the most responsive 
and the one that best detects gender differences in pain intensity (Ferreira-
Valente et al., 2011). 
Other measurements to estimate the intensity of childbirth pain have also 
been used, such as handgrip force measured by a dynamometer which has 
the advantage of constant measurements and could be useful when measuring 
the effect of pain management (Wickboldt et al., 2015). 
In a study conducted in Sweden, women’s memories of childbirth pain 
were measured, the main results were that women estimated the intensity of 
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pain significantly lower one year after childbirth compared to two months after 
childbirth. The mean score of the intensity of childbirth pain five years after 
childbirth dropped from 5.6 to 5.0, as measured on a 7-point scale which is 
interestingly high still five years after the childbirth (Waldenström & Schytt, 
2009). 
An ethical point of view when doing research is that women state that 
measuring childbirth pain can interrupt their concentration while they are giving 
birth and could negatively affect their experience (Jones et al., 2015). 
Moreover, using scales with a static upper limit does not always work for 
women to accurately express their pain experience and needs to be expanded 
upon (Jones et al., 2015). Moreover, when assessing pain in practice, the 
midwives’ own personality, their professional experience, their parity and their 
own attitude towards childbirth influences midwives’ estimation of childbirth 
pain. That could bias their estimation and also their treatment and choice of 
pain management (Williams et al., 2013). 
  Childbirth pain and culture 
In western society, pain is generally looked at as a very negative phenomenon. 
However, women often describe childbirth pain in a positive way. Research 
results indicate that some women think it is important not to see the pain as 
their enemy but so see the pain as something that helps them giving birth 
(Ampofo & Caine, 2015; Gibson, 2014; Larkin et al., 2009; Mohammad Ali Beigi 
et al., 2010; Whitburn et al., 2014). Some women seem to accept the pain as 
part of childbirth and state how important it is to be focused during the 
contractions so they can manage through the pain (Jones et al., 2015). In 
general, women often look at childbirth pain experience as part of their human 
growth especially if they manage it well, but it can also be too much for them 
which leaves them with a feeling of exhaustion and fear (Lundgren et al., 2009).  
Studies have shown that childbirth fear is common but the prevalence of 
childbirth fear is different between countries (Kjærgaard et al., 2008; Toohill et 
al., 2014). Callister et al., (2003) summarized eight studies published from 
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1988 until 2002 to compare the pain experience of various groups of women 
who have their roots in different cultures. The women in the studies were born, 
for example in China, England, Thailand, Ukraine and Angola. The researchers 
conclude that women from different countries and cultures have different 
perceptions of pain and pain management.  
Ever since Melender (1999) published her paper on experiences of fear 
during pregnancy, the literature has been growing on that topic. A recent study 
performed in six European countries explored the connection between fear of 
childbirth and risk of caesarean section. The results show that women with 
severe fear of childbirth were more likely to give birth with elective caesarean 
section than women who did not have severe fear of childbirth (Ryding et al., 
2015). That study shows that it is important to discuss attitudes during 
pregnancy and that attitudes can have serious effects on the woman’s mode 
of birth and also on her health after childbirth. According to Toohill et al. (2014) 
primipara women were more likely to have childbirth fear and the incidence 
among multipara women was not lower in the group who used epidural 
analgesia for pain management in their previous childbirth. Many other factors, 
both health characteristics, demographics and attitudes seem to influence 
women’s use of pain management during childbirth (Stell et al., 2013).The fear 
of childbirth may influence women’s self-esteem and this can in turn affect their 
capability of managing pain during labour (Cheung et al., 2007; Eriksson et al., 
2006; Nilsson et al., 2012). Pain, former experience, fear of complications 
during labour and fear associated with concerns regarding the size of the baby 
has been identified as the most frequent items of fear of childbirth (Melender 
& Lauri, 1999; Nilsson et al., 2012). The attitude of the supporting people also 
influences the women’s perception of pain (King & McCool, 2004). Results 
from studies have shown that women who are diagnosed early in pregnancy 
with childbirth fear and go to prenatal counselling have better results in the 
childbirth experience and a better feeling of control (Hildingsson et al., 2011). 
Moreover, according to Bergh et al. (2015), women’s sense of control and 
empowerment is increased when professionals respond to their experience of 
childbirth pain with acknowledgement and understanding. 
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  ‘Working with pain approach’ versus ‘pain relief 
approach’ 
Different approaches on how women manage childbirth pain have been 
discussed in the literature and, two main approaches have emerged; working 
with pain approach and pain relief approach (Leap & Anderson, 2008; Leap 
and Hunter, 2016; Down, 2004). The two different approaches, working with 
pain and towards pain relief, both focusing on the mother’s experience and her 
contribution to its control. The working with pain approach is characterised by: 
seeing the role of pain as an important factor in normal childbirth; seeing pain 
as something that can have long-term benefits for women’s experience and 
their lives, something that women can work with during childbirth; recognizing 
a genuine need for pain relief associated with difficult births; and seeing pain 
as a stimulator of endogenous opioids and part of the hormonal cascades that 
promote normal birth.  
This working with pain approach helps midwives to look at pain as a 
normal part of childbirth, not necessary to be eliminated, but to be aware of 
their role to support women’s own endorphin release during childbirth to 
maximize the likelihood of normal childbirth. Moreover, this approach indicates 
that women’s expression of pain often gives midwives important information 
on the process during childbirth. That approach requires that midwives deal 
with their own discomfort around pain and that they be aware of their own 
approach to pain (Leap & Anderson, 2008). 
Leap and Anderson (2008) propose that perhaps during pregnancy, 
women have to start to think of pain in a different way than they have done 
before. Pain during childbirth should be looked at in a different way than pain 
caused by anything else. Each approach has its own language describing 
different attitudes towards pain. The pain relief approach uses language 
suggesting that pain is a problem, uses a paternalistic approach to pain 
management, and often underestimates women’s own ability to work with 
childbirth pain. During antenatal service the discussion about pain 
management is all about medication and whether the risk of a pharmacological 
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agent outweighs the benefits. On the other hand, the working with pain 
approach discusses childbirth pain as a normal process. The discussion is 
woven throughout the labour preparation sessions and the approach indicates 
the supportive role of birth companion and less use of pharmacological 
analgesia (Walsh, 2009). Nonpharmacological measures for relief of childbirth 
pain are relatively neglected in the health and medical literature (Caton et al., 
2002), and often too much attention is paid to pain management with 
medication when pain in labour and birth is discussed. The conventional 
medical approach to the management of pain in birth has increasingly come to 
rely on the use of anaesthetic and analgesic drugs, in spite of reservations 
within the medical establishment itself (Huntley et al., 2004;  Jones et al., 
2012). 
  Women’s expectations regarding childbirth pain 
In this thesis expectations are defined as ‟a belief that something will happen 
or is likely to happen”.  
It has been repeatedly noticed that women’s expectations of pain and pain 
management influences their birth experience (Gibbins & Thomson, 2001; 
Gibson, 2014; Lally et al., 2008). Recently, studies have put the focus on 
women’s own expectations (Ampofo & Caine, 2015; Gibson, 2014; Haines et 
al., 2012; Jones et al., 2015; Lindholm & Hildingsson, 2015) and the strongest 
predictors for using different types of pain management were parity and 
preferences. Interestingly, women who used epidural analgesia, regardless of 
preferences, were two to four times more likely to have a less positive birth 
experience than women who did not prefer to use or used epidural analgesia 
during childbirth (Lindholm & Hildingsson, 2015). It has also been found that 
pregnant women expect childbirth to be painful and prepare themselves for the 
pain by reading, getting information from their midwives and creating a special 
attitude towards the pain. They also use imagination and try not to be stressed 
about the pain which they know will come and be aware that a positive attitude 
can affect their experience (Gibson, 2014). 
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Childbirth expectations seem to vary between primiparous and multipara 
women, and some authors have claimed that multiparas have more realistic 
expectations than primiparas and that perhaps multiparas need different 
information during antenatal visits (Hauch et al., 2007). Women prepare 
themselves differently for pain management, depending on what kind of 
maternity service they choose. For example, women in the US who chose a 
midwife’s services, focused more on pain management without medication, 
compared to women choosing an obstetrician’s services (Gibson, 2014). 
Klomp et al. (2014) investigated factors important to pregnant women with 
regards to their expectations for management of childbirth pain and found out 
that the most important factors were to get information about management of 
labour, support from midwife and partner and feeling that they would be able 
have control of childbirth pain management. 
During pregnancy women start to prepare themselves for the pain in 
childbirth, and during antenatal visits their expectation should be discussed. 
Different methods that could help women to cope with the pain should be 
identified so that they could find themselves better prepared to give birth. 
Methods such as assisting them in identifying their strengths and their different 
coping strategies should be an important issue during antenatal visits (Escott 
et al., 2004). Studies have shown that antenatal education can increase 
women’s use of epidural pain management (Ferguson et al., 2013). A direct 
correlation is between pregnant women’s preferences for pain management in 
labour and their actual use, and parity also has influence on the use of different 
pain relief methods (Lindholm & Hildingsson, 2015). 
Women’s expectations regarding support during childbirth are not always 
met and according to a study by Hildingsson (2015) conducted in Sweden, 
31% of women rated the support from midwives worse than they expected and 
midwives present in 19% of cases were worse than they had expected. Unmet 
expectations and a negative birth experience also seem to influence future 
reproduction, because women who have gone through a negative birth 
experience have fewer children after the negative experience. Moreover, they 
have longer intervals between children than women whose expectations are 
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met and go through a positive birth experience (Gottvall & Waldenström, 
2002). 
Different midwifery models of care emphasize that the service throughout 
the childbearing process should be organized with the potency of the 
relationship between the childbearing woman and her midwife as a priority 
(Renfrew et al., 2014). Through that relationship, in partnership with women, 
midwives should encourage pregnant women to explore their expectations 
regarding childbirth pain and work with their own strength to manage through 
the pain. It is the role of midwives to be “with women” through the childbirth 
process (Hunter & Warren, 2014). 
Most women seem to look at childbirth pain as something that is part of 
giving birth and studies have shown that if pregnant women’s expectations 
regarding childbirth are met, they are more likely to experience the childbirth 
as a positive event (Hildingsson, 2015). Thus, meeting women’s expectations 
to maximize the likelihood of a positive birth experience is of great importance. 
Former negative experiences, such as a difficult or traumatic birth experience, 
can negatively affect expectations and increase the anxiety level. This in turn 
increases the perception of pain during labour (Nilsson & Lundgren, 2009). 
  Women’s experience of childbirth pain 
Pain of childbirth is a very complex phenomenon that is hard to describe as it 
is a natural phenomenon which is linked to bringing forth of new life (Lowe, 
2002; Lundgren & Dahlberg, 1998; van Bussel et al., 2010). Childbirth pain is 
one of the most intense pain experiences through women’s lives (Melzack, 
1984; Niven & Brodie, 1996). Other factors than pain have been associated 
with childbirth satisfaction such as the amount of support received, quality of 
relationship with caregiver, involvement in decision making and personal 
expectations (Lavender et al., 1999). In this thesis the experience is defined 
as ‟the process of doing and seeing things and of having things happen to youˮ 
(Merriam Webster dictionary, 2016). 
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Perception of pain has been identified as one of the predictors for overall 
perception of women’s childbirth experience and memories of a negative 
experience of pain in childbirth seems to be long-lasting, and many years after 
the childbirth those memories can still affect women (Bryanton et al., 2008; 
Gottvall & Waldenström, 2002; Lundgren et al., 2009; Waldenström & Schytt, 
2009).  
Findings from a prospective longitudinal cohort study conducted in 
Australia and Sweden shows that attitudes markedly affect women’s 
experience of childbirth pain and pain intensity. A self-reported questionnaire 
used in the study contained a set of attitudinal statements regarding birth that 
was used to identify three different clusters: self-determiners, take it as it 
comes and fearful attitude. Women in the self-determiners group were more 
likely to experience less pain intensity and have more positive pain experience 
than women in the other groups (Haines et al., 2012). 
A study conducted in Croatia among 150, both primipara and multipara 
women shortly after childbirth, show that several psychosocial factors i.e. 
parity, presence of partner and self-evaluatation of knowledge have been 
shown as significant to the intenisty and quality of experienced childbirth pain 
(Meštrovié et al., 2015). Moreover, Costa-Martin et al. (2014) found out in their 
study that attachment anxiety and avoidance were much more correlated with 
intensity of childbirth pain and anesthetic sonsumption, than demographic and 
physical factors.  
Midwives play a major role in supporting and guiding women through the 
childbearing process, including managing pain (Jones et al.,2012;Hodnett et 
al., 2012;Halldorsdottir & Karlsdottir, 2011). Midwives’ role is to empower 
women to increase their sense of well-being and a feeling of being 
strengthened (Thelin et al., 2014). Studies have also indicated that 
organisational form of care, information, good preparation regarding pain relief, 
having support, taking active part and be in control are important for the 
childbirth experience (Gibbins & Thomson, 2001; Gibson, 2014; Halldorsdottir 
& Karlsdottir, 1996; Larkin et al., 2009; Malacrida & Boulton, 2014; Spaich et 
35 
al., 2013). Support from midwives seems to influence the experience of pain 
and trusting the midwife and other caregivers is important for women. Thus 
midwives’ support is one of the things that women describe as a factor that 
helps them manage through the pain of labour (Escott et al., 2004; van der 
Gucht & Lewis, 2015). 
Some women describe the pain in labour as different from any other pain 
they have experienced, and results show that women described the pain as 
the most memorable pain they have ever experienced. A bittersweet 
experience where the pain as such was almost unbearable, but yet they felt 
more happiness and love than they could imagine. Through the childbirth 
women also describe a kind of feeling of timelessness and spacelessness and 
a time when they shut out the external world (Ampofo & Caine, 2015; Callister 
et al., 2003; Dixon et al., 2014). In a qualitative phenomenological study 
conducted in Iceland, where 14 women were asked to describe their childbirth 
experience, pain was one of the factors that the women mentioned. The 
women described the pain in both positive and negative terms and identified 
many factors that influenced their experience, e.g. their own attitude towards 
the pain, preparation, and the care they got during the birth (Halldorsdottir & 
Karlsdottir, 1996). Moreover, women use many different paradoxical words 
when they describe childbirth pain. They seem to use both positive and 
negative words and also identify factors that influence their experience. 
Childbirth pain has been described as a very powerful feeling, full of energy, 
strength and sensational ecstasy. But at the same time a terrible feeling and 
an experience that their body is being torn apart. However, in spite of all these 
mixed feelings, women sense that they would do anything to get their baby 
(Lundgren & Dahlberg, 1998). In yet another study, conducted by Berg, 
Lundgren, Hermansson and Wahlberg, (1996) women used words of the pain 
being “powerful” and “like a storm” to describe their experience of childbirth 
pain. Some women even describe the pain as gratifying, expressing that even 
though it hurts a lot they can see that the pain can lead to something good 
(Goberna-Tricas et al., 2011). Women describe a negative experience of pain 
during childbirth not always in single words but in sentences like “something I 
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had never expected”, “tears your whole body” and “feels like going to pieces” 
(Callister et al., 2003; Escott et al., 2004; Gibbins & Thomson, 2001; 
Halldorsdottir & Karlsdottir, 1996; Karlsdottir, 2009; Lundgren & Dahlberg, 
1998; Lundgren, 2005). 
The above descriptions from women’s perspective show how excruciating 
the childbirth pain experience can be, and how important it is for midwives to 
understand and know women’s expectations and experiences of childbirth 
pain. 
  Women’s experience of managing childbirth pain 
Pain management is defined as “a process that encompasses 
pharmacological, nonpharmacological, and other approaches to prevent, 
reduce, or stop pain sensationsˮ (medical-dictionary. thefreedictionary.com). 
In a critical review of women’s experiences of managing pain during childbirth 
the key conclusion was that childbirth pain was complex and multifaceted and 
that the experience of managing the pain is universal (van der Gucht & Lewis, 
2015).  
Mander (2011) has indicated that individual experience of the meaning of 
the pain is likely to affect one’s ability to manage the pain and also the support 
and other interventions which may happen during childbirth. To be able to 
manage the pain during childbirth seems to be an important factor in childbirth 
satisfaction and, therefore, an important factor in their overall childbirth 
experience. 
Women have different kinds of coping strategies to manage pain (Escott 
et al., 2004; Goodman et al., 2004). According to Callister et al. (2003) women 
using different coping mechanisms expressed how their faith helped them and 
how they prepared themselves during their pregnancy and believed that God 
would help them through the birth. Others thought about the great reward they 
would get at the end of the labour and some of the women had the experience 
of seeing other women giving birth and knew that they would also manage 
through this process. Some women managed through labour by imagining that 
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they were climbing a high mountain or running a marathon, i.e. they looked at 
the labour as a difficult task which they would very much like to finish and their 
rewards would be wonderful at the end. Escott et al., (2004) describe how 
women focus either on or away from the pain sensations to manage the pain. 
Other coping strategies that women found helpful include: self-statements, 
talking to oneself, giving the pain a meaning and concentrating on the fact that 
the pain would stop. In a qualitative study of Leap et al., (2010) women reflect 
positively on how, through their pregnancy and labour, their midwives 
promoted a sense of their ability to manage the challenges of childbirth pain.  
In a Swedish study conducted by Waldenström (1999) more than 15 years 
ago, the experience of 1.111 women was explored in a questionnaire study. 
Women were asked to rate their childbirth experience on a scale from 1 (very 
negative) to 7 (very positive). Exactly half of the women rated their childbirth 
experience as very positive, while 3% of them regarded it as very negative. 
Women in the group that rated their childbirth experience as very negative had 
epidural for pain relief in 64% of cases compared with 3% of the women that 
regarded the childbirth experience as very positive. Ninety-one percent of the 
women in the group that rated their experience as very negative were primipara 
women. In another Swedish, randomized clinical trial, multiparous women who 
gave birth in a birth centre reported a higher pain score and used less 
pharmacological pain relief than other women giving birth in the hospital. In 
spite of that they did not experience a lower level of childbirth satisfaction 
(Waldenström, 1998). Nevertheless, much effort has been spent on providing 
pharmacological pain relief, maybe at the cost of continuous support of the 
midwife during birth. It has been considered whether increased use of pain 
medication has been a substitute for midwives coaching women through 
childbirth pain (Klomp et al., 2016).  
Experience of severe pain in normal labour is one of the factors linked 
with negative birth experience (Hodnett, 2002; Waldenström et al., 2004). It is 
therefore very important that midwives and other health professionals, assist 
women who have gone through a negative birth experience to increase their 
trust in themselves and increase their ability to experience birth in a positive 
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way. Pharmacological pain relief such as epidural analgesia, reduces pain but 
it does not necessarily mean a more positive birth experience (Lindholm & 
Hildingsson, 2015; Waldenström, 1998; Waldenström, 1999). In a critical 
review of women’s experiences of managing pain during childbirth positive 
outlook and acceptance of pain was acknowledged as key factor (van der 
Gucht & Lewis, 2015). 
According to the Cochrane database (Anim-Somuah et al., 2011) the use 
of epidural analgesia does not improve maternal satisfaction with pain relief. 
However, epidural rate is increasing in maternity care, in the United States 
more than 61% of women who had singleton birth during vaginal birth received 
either an epidural or spinal anaesthetic (Meyer & Desai, 2015). 
  Summary  
In the literature, outcome measures of maternity care are usually concrete and 
often based on a medical approach. For example, mode of birth, maternal 
mortality, weight of the new-born, diagnoses or interventions of midwives and 
obstetricians. The focus is then not on women´s own strategies, that is, their 
resources and strength or on salutogenic outcomes such as positive 
experience of childbirth pain. This increased medicalization of childbirth 
throughout high-income Western societies which, among other things, appears 
in the increased epidural analgesia rate and caesarean section rate, urges 
midwives and other healthcare providers to focus and base their work on 
salutogenic views and on women’s own resources and strength. There is, 
therefore, a need to enhance the salutogenic perspective- and explore positive 
experience of childbirth pain and its impact on outcome of birth. This 
information adds to the knowledge about salutogenic outcomes of childbirth 
which can be valuable when planning healthcare service throughout the 
childbirth process. Focus on salutogenic outcomes as normal birth, women’s 
own views and their experience of pain is a new way of evaluating the quality 
of childbirth services, quality that could have positive impact on the woman and 
her family around the time of childbirth and later in life. 
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Knowledge on women’s expectations and experiences of childbirth pain 
is available to some extent; however, more information is needed especially 
on; how women prepare themselves for the pain during pregnancy, how much 
pain intensity they expect during childbirth, what their attitude is to different 
approaches or types of pain management, how they describe their experience 
of childbirth pain and pain management and what predicts that experience.  
Different variables affect women’s expectations and experience of 
childbirth and pain is one of them. Women have described childbirth pain as a 
very powerful feeling, full of energy, strength and a sensational ecstasy, but at 
the same time it can be an almost unbearable terrible experience. Most women 
seem to look at pain as something that is part of giving birth. Women prepare 
themselves by getting information on the childbirth process and different pain 
management possibilities which can be used during childbirth to manage 
through the pain. 
Being a broad theory, which focuses on resources, competencies abilities 
and assets of the individual, the theory of salutogenesis is a good theory to 
base on when studying women’s own expectations to pain and experience of 
childbirth pain in normal birth. 
In this thesis three studies are presented: the first shows how women 
prepare themselves for childbirth pain during pregnancy, how they describe 
their experience of the childbirth pain and how they manage during and after 
childbirth: the second one, presents pregnant women’s expectations about 
pain intensity during childbirth and their different approaches to pain 
management; and in the third one the main focus is on predictors of women’s 




This thesis comprises three studies presented in three original papers, each 
using different methodologies; a qualitative, phenomenological approach 
guided by the Vancouver-School of doing Phenomenology; a quantitative, 
cross-sectional survey and a population-based cross-sectional cohort study.  
The aim of this doctoral thesis was to increase knowledge about women’s 
expectations and experiences of childbirth pain and to identify predictors of 
pregnant women’s expected intensity of childbirth pain and what factors predict 
a positive childbirth pain experience. Moreover, the aim was to study childbirth 
pain from a salutogenic perspective and how women prepare for and manage 
childbirth pain. 
1. Aim of study I/paper I: To describe women’s experiences regarding pain, 
pain preparation and how they manage pain in normal childbirth. 
The study was guided by the following research questions: 
1. How do women describe their experience of childbirth pain? 
2.  How do women prepare themselves for childbirth pain? 
3.  What do women do in order to manage childbirth pain? 
 
2. Aim of study II/paper II: To explore pregnant women expectations to 
childbirth pain and to identify predictors of expected intensity of pain and 
attitude to pain management with and without medication. 
The study was guided by the following research questions: 
1. How much intensity of pain do pregnant women expect during 
childbirth? 
2. Do pregnant women have a positive or negative attitude to pain 
management without medication? 
3. Do pregnant women have a positive or negative attitude to pain 
management with medication? 
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4. What predicts women’s expectations to expected intensity of 
childbirth pain? 
5. What predicts attitude to pain management with and without 
medication? 
 
3. Aim of study III/paper III: To explore women’s childbirth pain experience 
and to identify predictors of women’s positive childbirth pain experience. 
The study was guided by the following research questions: 
1. How much intensity of pain do women experience during 
childbirth? 
2. What predicts positive childbirth pain experience? 
3. What predicts women’s positive experience of childbirth pain? 
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3 Materials and methods 
The thesis consists of three studies that together describe women’s 
expectations and experience of pain, how women manage childbirth pain and 
their outcomes and influential factors. Different methods are used in the 
studies in this thesis; a qualitative study using the Vancouver-School of 
phenomenology, a quantitative population-based cross-sectional study and a 
population-based cross-sectional cohort study. It is important to use various 
different methods when studying complex multifaceted issues of pain and pain 
management. 
Study I was a qualitative study using the Vancouver-School of doing 
phenomenology as a methodological approach. Study II was a quantitative 
population-based cross-sectional study and study III was a population-based 
cross-sectional cohort study. In Table 1 there is an overview of materials and 
methods used in the three studies. 
In all three studies, the focus was on salutogenic outcomes, as identified 
by Smith et al. (2014), i.e. on women’s expectations and experience of 
childbirth pain.  
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Table 1. An overview of aim, method design and variables, data sources and analysis in studies I-III. 
 Study I / paper I Study II / paper II Study III / paper III 
Aim To describe women’s experiences 
regarding childbirth pain preparation and 
management in normal childbirth. 
To explore what expectations pregnant women have 
during pregnancy, regarding intensity of childbirth pain 
and their attitude to manage the childbirth pain. Hence, 
to identify predictors of expected intensity of childbirth 
pain and attitude to pain management with and without 
medication. 
To explore women’s childbirth pain experience 
and to identify predictors of women’s positive 




Qualitative study. Phenomenological 
approach guided by the Vancouver -School 
of doing Phenomenology. 
Quantitative, population-based cross-sectional study 
using questionnaires for data collection. 
Quantitative, population-based cross-sectional 
cohort study, using questionnaires for data 
collection. 
Variables Not applicable. The main dependent variables were expectations 
about intensity of childbirth pain and attitudes toward 
pain management with and without medication. 
The main dependent variable was positive 
experience of childbirth pain.  
 
Data sources In-depth interviews with 14 women, no less 
than 8 hours and no more than 4 days from 
the childbirth, limited to women that had 
normal labour and healthy babies. The 
interviews were tape-recorded and 
transcribed verbatim for each participant.  
Pregnant women were recruited through 26 primary 
healthcare centres in Iceland. The consecutive 
national sample was stratified by residency. How 
many women were invited is not known. However, 
1765 women initially accepted to participate and the 
final sample size was 1111 women. They filled out a 
questionnaire including questions regarding their 
expectations of intensity of childbirth pain and their 
attitude to pain management with and without 
medication. 
Women who had filled out a questionnaire in 
study II (n=1111) were sent another 
questionnaire 5-6 months after childbirth.  
The questionnaire included questions 
regarding childbirth pain, pain management 
and childbirth satisfaction. Women who went to 
planned caesarean section were excluded. 
Participants were 726 women and the response 
rate was 68%. 
Analysis Thematic analysis according to the 
Vancouver-School of doing 
phenomenology. 
Data analysed consisted of descriptive statistics and 
three binary logistic regression were performed. 
Data analysed consisted of descriptive 
statistics and multiple regression analysis was 
used to find predictors for the positive 
experience of childbirth pain. 
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 Study I - Women’s experience of childbirth pain and 
the experience of managing the pain -Method and 
analysis 
 
In line with the salutogenic approach of the study, the emphasis was on 
women’s own experience of childbirth pain and managing the pain. This 
approach informed the aim of the study, the interview guide and the data 
analysis. 
A qualitative method, The Vancouver-School of doing phenomenology, 
was used as the methodological approach (Halldorsdottir, 2000) in study I. 
Phenomenology has proven a good research methodology to illuminate 
women’s lived experience in the context of giving birth (Miles et al., 2013). The 
phenomenological approach aims to enlarge and deepen the range of a 
person’s immediate experience (Dahlberg, 2011). The Vancouver-School is a 
unique blend of phenomenology, hermeneutics and constructivism. All 
participants are seen in their context and the understanding is that individual 
perception is moulded by previous experience and their own interpretation of 
that experience. The aim of the inquiry is oriented to the production of 
reconstructed understandings from the point of view of the interacting 
individual. The major strength of the Vancouver-School is that each case 
construction is verified with the relevant participant, constructing the essential 
structure of the phenomenon from all the cases, and comparing the structure 
with the data (Halldorsdottir, 2000). 
The Vancouver-School of doing phenomenology is animated by faith i.e. 
by a willingness to listen, and is characterised by a respect for each participant 
in the study, who is seen as a truth telling co-researcher (Ricoeur, 1990). This 
approach is, therefore appropriate regarding the vulnerable woman after birth. 
There are 12 basic steps of the research process of the Vancouver-School of 
doing phenomenology (Halldorsdottir, 2000) which are explained in more 
details in paper I. One open in-depth interview was conducted and recorded 
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with 14 women after birth. The initial interview question was chosen in line with 
the salutogenic approach; ‘Can you describe your personal experience of 
childbirth pain and the strategies you used to prepare for and manage the pain 
during your recent childbirth? The interviews were analysed for themes and 
the findings from each participant were constructed into an analytical 
framework and the essential structure of the findings were verified by four of 
the participants. 
 
  Study II - Pregnant women expectations of pain in 
normal childbirth -Method and analysis 
Studies II and III are part of the Childbirth and Health study in Primary care in 
Iceland, and the data collection process has been described in detail 
elsewhere (Kristjánsdóttir et al., 2012). In this quantitative, population based 
cross-sectional survey, mailed self-reported questionnaires were used to 
collect data from women recruited at 26 primary healthcare centres distributed 
evenly around the Iceland that were willing to take part in the study. The 
catchment area covered about 60% of maternity care for healthy women, 
serving around 3000 pregnant women per year.  
The questionnaire used in Studies II and III is mostly based on the 
Swedish KUB study (Hildingsson et al., 2002) translated and adapted for use 
in Iceland by the Childbirth and Health Study Group. The questionnaire for both 
Study II and Study III was pretested, first with 31 pregnant women of different 
ages, parity, and educational background. The questionnaire contained 99 
questions about socio-demographic and obstetric background, attitudes to 
decision making, experience of previous birth and present pregnancy and the 
Cambridge Worry Scale. In Study I only part of the questionnaire was used. 
The questionnaire used in Study II has not been validated in Icelandic settings 
according to salutogenic outcomes. 
The main dependent variables in Study II were three; expected intensity 
of childbirth pain, measured with the question: How much pain do you think 
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you will feel during childbirth?; attitude to pain management with medication, 
measured with the question: What is your general attitude to pain management 
with medication during childbirth?, and attitude to pain management without 
medication measured with the question: What is your general attitude to pain 
management without medication during childbirth? 
As attitude has been identified as a salutogenic focused outcome, those 
questions in the questionnaire were chosen as the main dependent variables 
in Study II. Hence, for example attitude towards expecting a child, attitude to 
impending childbirth, preferred mode of birth and considering home birth with 
a midwife was chosen in advance, with background questions as independent 
variables in the study. 
Midwives introduced the study to pregnant women 18 years and older who 
were fluent in Icelandic, at their first antenatal visit and invited them to 
participate. The questionnaire was sent to women who agreed to participate. 
One reminder was sent to all participants. Altogether 1111 pregnant women 
participated and descriptive data were presented for all variables. The 
questionnaire contained questions on sociodemographic and obstetric 
background, manifestation of a sense of security, expectations and attitude 
towards the impending childbirth and attitude towards pain and pain 
management with and without medication. To detect significant relationships 
between the variables, a chi-square test was used. To adjust for intervariable 
relations between possible predictors of expectations about intensity of pain, 
attitudes toward pain management with medication and attitudes toward pain 
management without medication, three binary logistic regressions were 
performed. Independent variables that were significantly associated with the 
dependent variables in a chi-square testing were entered into each regression 
using backwards elimination. 
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  Study III - Women’s experience of positive childbirth 
pain experience -Method and analysis 
A population-based cross-sectional cohort study was used in study III. Five to 
six months after childbirth the women who responded to the questionnaire in 
study II were sent another questionnaire. 
The questionnaire used in Study III, which like Study II was part of the 
Childbirth and Health Study in Primary Care in Iceland, contained 107 
questions, on health during the last months of pregnancy, physical and 
emotional well-being, manifestation of a sense of security, use of medications, 
social support, services used, onset of labour, care during birth, mode of 
delivery and pain management used in birth. Moreover, questions were posed 
about the experience of birth, duration of birth, satisfaction with birth and 
experience of childbirth pain. The questionnaire used in Study III has not been 
validated in Icelandic settings according to salutogenic outcomes. 
The main dependent variables in Study III were women’s experience of 
childbirth pain measured with: What was your experience of pain during 
childbirth? Other independent variables measured that had salutogenic focus 
were: Experience of duration of birth, experience of support during birth, 
experience of birth and overall satisfaction with care during childbirth. 
One reminder was sent to all participants. No information was available 
on how many women were invited to participate but 1765 women agreed to 
participate in study II and were sent questionnaire again 5-6 months after 
childbirth. Before data analysis was conducted, the women who gave birth by 
planned caesarean section were excluded from the data. Descriptive data are 
presented as mean values with standard deviations and percentages. 
Comparison of proportions between groups was undertaken using cross-
tabulations and Pearson’s chi-squared test was performed. One stepwise 
multiple regression analysis was conducted, with the item women’s childbirth 
pain experiences as the dependent variable. 
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  Participants in studies I-III 
An overview of the participants in the studies are presented in Table 2. 
Table 2. Overview of the participants in study I- III. 
Study I Study II Study III 
The sample was 14 women, 
seven primipara and seven 
multipara women. 
The inclusion criteria were that: 
the women gave birth in the 
Regional hospital; were still 
staying there and were 
interviewed no less than eight 
hours and no more than four 
days after giving birth. The 
exclusion criteria for the study 
were if the women had 
complications during 
pregnancy, labour and birth, or 
the early postnatal period; if the 
women’s babies had health 
problems; or if the women did 
not speak Icelandic. The 
women did all give birth at one 
hospital in the northern part of 
Iceland. 
The sample consisted of 1111 
pregnant women attending any 
of the 26 primary healthcare 
centres all round Iceland that 
participated. The inclusion 
criteria were to be fluent in 
Icelandic and to be 18 years or 
older.  
The average age of the women 
was 29.4 years, 93% were 
married or cohabiting with a 
partner, and the majority 
(62.9%) had higher education. 
Sixty-nine percent lived in the 
capital area, 39.5% were 
primiparas, and the average 
length of pregnancy at the time 
of responding to the 
questionnaire was 16 weeks. 
The sample consisted of 
726 women who answered 
a mailed questionnaire five 
to six months after 
childbirth.  
Forty women who 
delivered with planned 
caesarean section were 
eliminated. 
The average age of the 
women was 29.8, 93% 
were married or lived with 
a partner and the majority 
had a university/technical 
school education. Sixty-
eight percent lived in the 
capital area and 41% were 
primipara women. 
 
  Ethical considerations 
For all three studies approval was obtained from the health institutions 
concerned. Formal ethical approval to conduct Study I was obtained from the 
Bioethics Committee of Akureyri Hospital (148/2010) and notified to the Data 
Protection Authority (S4985/2010). All potential participants received oral and 
written information before they decided to take part. All participants were 
assigned pseudonyms to protect their anonymity. Studes II and III were 
approved by the Icelandic National Bioethics Committee 
(VSNb2008010023/03-1) and reported to the Data Protection Authority 
(S3695/2008 LSL/--).  
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4  Summary of main results 
This doctoral thesis is an important contribution to the literature on women’s 
perspective regarding childbirth pain. In healthcare around the childbearing 
process, the focus has traditionally been on the identification of risk factors and 
the reduction of adverse outcomes. The overall aim of this thesis, however, 
was to increase knowledge and understanding, within a salutogenic 
perspective, about women’s expectations and experiences of pain, pain 
preparation and how women manage pain in normal childbirth. This means 
emphasizing a holistic approach, which in the childbearing context means, 
focusing on the strength of each and every childbearing woman. Since pain 
during birth is a complex phenomenon it is useful to examine the expectations 
and experiences of women with both qualitative and quantitative methods from 
a holistic perspective. The main results of the three studies are that women do 
prepare themselves during pregnancy for managing childbirth pain and use 
their own strategies to manage the pain. They generally have a positive attitude 
towards childbirth pain and many different factors predict their positive 
childbirth pain experience, such as attitude to the upcoming birth and former 
experience of support from midwives during childbirth. 
  Study I – Paper I 
In study I, the results offer insight into the childbearing women’s paradigm, that 
is their own experiences of pain in childbirth; how they prepare for childbirth 
pain, what they do themselves to manage the pain and what they think about 





Figure 1. Three paradigms regarding childbirth pain, the focus of this study is 
on the childbearing women’s paradigm. 
The main overriding theme constructed was that “the childbirth pain was 
difficult and demanding but could be managed with different strategies and with 
essential assistance from encouraging and empowering midwives and 
supportive partners”. The metaphor of a journey, which has been used in 
former studies regarding women’s experience of childbirth (Halldorsdottir & 
Karlsdottir, 1996) was chosen to symbolize childbirth pain experience. Four 
main themes referring to the journey with sub-themes were constructed in the 
study (see Figure 1). 
The first, preparing for the journey, clarifies a variety of different strategies 
used by the participating women. Women for example read about pain 
management, created a positive imagination of themselves during childbirth 
and reminded themselves that although it would hurt a lot, it would disappear 
when the birth was over. 
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The second main theme constructed was at the journey’s 
commencement, clarifying women’s experience during early labour, for 
example how important it was to be in as good mental and physical condition 
as possible. Accordingly, not to be stressed and the multipara women stated 
that they had managed during former childbirths. The primipara women were 
in more doubt and thought that childbirth pain was unpredictable. 
The third main theme was the journey of no return through pain, clarifying 
how the women experienced the childbirth pain, what strategies they used to 
manage it and what they thought was important in order to be able to manage. 
During childbirth they used “mental pain management”, breathing, relaxation 
and urged themselves that they could manage. Some described, how they 
went to their “happy place” to manage the pain whereas others described the 
demanding and difficult nature of childbirth pain, as “overwhelming shadow” 
with feeling of “being stuck” and some felt “claustrophobic”. Women also 
thought it helped to manage it if they had faith in their own body during the birth 
as well as using the pain management with or without medication whenever 
they needed to manage. Some of the women used different pain management 
techniques such as, a warm bath, hot pads, massage, Entonox, acupuncture 
or an epidural analgesia. The participating women found it important not just 
to focus on the contraction and the pain they were experiencing, but also on 
the time between contractions. Using the time between contractions to rest, 
focus their thoughts and prepare themselves for the next one was essential in 
managing the pain. Additionally, the women found the quality of the midwife’s 
presence and professionalism of great importance in managing the pain. The 
midwives, they described, created a special atmosphere which was warm and 
secure, and conducive to their managing the pain and a supportive partner was 
crucial in order to manage the pain. 
The fourth and last main theme constructed was at the journeys end, 
presenting women’s view on how they saw the childbirth pain after the birth. 
The women described how their attitude towards the pain after the birth 
changed, seeing it in a much more positive light, expressing their conclusion 
that childbirth pain was different from other pain they had experienced. 
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Being able to manage the pain had in a sense strengthening impact on 
them. The pain had been worthwhile and somehow acceptable because it was 
part of giving birth. They also stressed the importance of being able to talk 
about the pain experience afterwards in order to be at peace with the pain and 
clarified that their attitude toward pain had changed. An overview of the themes 
is presented in Figure 1. 
Childbirth pain was difficult and demanding but could be managed with 
different strategies and with essential assistance from encouraging and 














































Figure 2. Overview of the main findings in study I. 
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  Study II – Paper II 
The main results in study II which were presented in paper II, show that the 
mean expected intensity of childbirth pain for pregnant women early in 
pregnancy measured on a 7-point scale was 5.58 (SD=1.38; range 1 to 7), 
42% classified as high (≥6) expected intensity of pain and 58% classified as 
low (<6) expected intensity of pain. Low expected intensity of pain had a 
significant correlation with living outside the capital area, less formal education, 
a positive attitude toward expecting a child, a positive attitude toward the 
impending childbirth, women preferring vaginal birth and considering home 
birth with a midwife. The results regarding women’s attitude to pain 
management with medication indicated that 35% of the women wanted to use 
pain management with medication, 59% wanted to try to avoid using it and 6% 
did not want to use pain management with medication. Additionally, 77% of the 
women wanted to use pain management without medication whereas 16% 
wished to try to avoid it and 7% were not interested in using it. The results 
indicated that 85.6% of the women had a very positive attitude toward 
expecting a child, 30.1% had a very positive attitude toward the impending 
birth, and 32.7% had a rather positive attitude. 
Three binary logistic regression analyses with backward elimination were 
performed to identify the predictors of expectations about intensity of pain in 
childbirth, attitudes toward pain management with medication, and attitudes 
toward pain management without medication. Only variables with significant 
associations with each dependent variable were entered into the regression 
model. Regression analysis, significant predictors of expectant intensity of pain 
and pain management with and without medication are shown in Table 3. 
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Table 3. Overview of the regression analysis in study II. 
I. Expected intensity of pain – Predictors of low 
intensity 
95% 
OR Low High 
Attitude to impending childbirth 2.390 1.72 3.32 
Manifestation of sense of security 1.796 1.28 2.52 
Attitude to pain management with medication 1.633 1.19 2.24 
Education  1.502 1.10 2.04 
Consider home birth with a midwife  1.448 1.02 2.04 
Residency  .680 .49 .93 
II. Attitude to pain management with medication 
– Predictors of positive attitude 
    
Preferred mode of birth ( Caesarean vs. not) 7.751 3.88 15.48 
Attitude to home birth with a midwife  3.858 2.49 5.97 
Attitude to impending childbirth 1.845 1.35 2.52 
Support from partner .223 .09 .58 
Expected intensity of pain  1.593 1.16 2.19 
Residency  .601 .43 .84 
III. Attitude to pain management without 
medication – Predictors of positive attitude 
   
Education 2.148 1.57 2.97 
Preferred mode of birth .469 .31 .73 
Consider home birth with a midwife .469 .79 1.50 
* Marital status (not cohabiting or married=1/other=0), education (higher education=1/other=0), attitude to the upcoming childbirth 
(very negative, negative and mixed feelings=1/ rather positive and very positive=0), attitude toward expecting a child (very negative, 
negative and  mixed feelings=1/ rather positive and very positive=0) ATPM-WM (I wish to use pain management with medication 
=0/ try to avoid using pain management with medication and don’t wish to use pain management with medication=1), ATPM-WOM 
(I wish to use pain management without medication =1/ don’t wish to use pain management without medication and not interesting 
in using it=0), support from partner (I get all the support I need/I get nearly all the support I need=1 / I get little support/I get no 
support= 0), preferred mode of childbirth (vaginally=0/ cesarean section=1), considering homebirth with a midwife (yes=0/ no/I 
don’t know=1). 
As shown, in the Table 3, multiple predictors of women’s expected 
intensity of childbirth pain were detected. The strongest predictors for low 
expected intensity of pain were; positive attitude to the impending childbirth, 
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high manifestation of a sense of security and negative attitude to pain 
management with medication. Not having higher education, considering 
homebirth with a midwife and residency outside the capital area, were also 
strong predictors for low expected intensity of childbirth pain. Predictors for 
positive attitude towards pain management with medication were; considering 
a caesarean section, not considering home birth with a midwife, having a 
negative attitude towards the impending childbirth, not having support from 
partner, expecting high intensity of childbirth pain and living in the capital area. 
Finally, predictors for positive attitude to pain management without medication 
were; higher education, preferring vaginal birth and considering home birth 
with a midwife. 
 
  Study III – Paper III 
Study III was a population-based cross-sectional cohort study with convenient 
consecutive sampling, stratified according to residency. Women who 
participated in study II during early pregnancy (n=1111) were sent another 
questionnaire by post, five to six months after childbirth. Accordingly, 766 
women participated in the study, with a response rate of 68%. Forty women 
who delivered with planned caesarean section were eliminated from the 
sample. 
Thirty-eight percent of the women used epidural analgesia to manage 
pain and most women experienced support during labour and birth from a 
midwife or a midwifery student. Forty-four percent of the women had oxytocin 
stimulation during first or second stage of labour and the mean length of birth 
was 12 hours. 
The study indicated that the large group of women experienced childbirth 
pain as positive as the mean score was 4.21 (SD = 1.73) on a seven-point 
scale ranging from ‘very negative’ (1) to ‘very positive’ (7). Experience of 
childbirth pain was not significantly associated with parity. Further results are 
presented in Table 4. 
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Table 4. Women’s experience of childbirth pain and parity. 
Experience of  
childbirth pain 
N (%) Primipara (%) Multipara (%) 
1  (very negative) 54  (8) 26  (9) 28  (6) 
2 83  (11) 29  (10) 54  (13) 
3 82  (11) 29  (10) 53 (13) 
4 179  (25) 77  (27) 102  (24) 
5 134  (19) 61  (22) 73  (17) 
6 110  (16) 42  (14) 67  (16) 
7  (very positive) 68  (10) 24  (8) 45  (11) 
Total 710 288 422 
 
Multiple regression was performed for positive experience of childbirth 
pain and twenty variables were introduced into the model in steps. In the full 
model (model 5), where all variables are controlled for the model showed that 
the strongest predictors for women’s positive childbirth pain experience were: 
experience of duration (b=1.06), a attitude to the upcoming childbirth (b = - 
0.30); experience of support from midwife during childbirth (b = 0.30); use of 
epidural analgesia for pain management (b = - 0.51); and experience of low 
intensity of pain during childbirth (b = - 0.45). Table 5 presents five multiple 
regression models, from a simple mode with just use of epidural as a predictor 
up to the full model with all potential predictors of women’s childbirth pain 
experience. 
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Table 5. Multiple regression models for potential predictors of women's childbirth pain experience. 
 Model 1 Model 2 Model 3 Model 4 Model 5 
 b p b p b p b p b p 
Use of epidural as pain management -0,98 0,00 -1,01 0,00 -0,75 0,00 -0,71 0,00 -0,51 0,00 
Age   0,00 0,79 0,00 0,79 0,00 0,70 -0,01 0,65 
Multiparous women   0,13 0,30 0,16 0,21 0,13 0,26 0,10 0,37 
Elementary school   -0,40 0,11 -0,51 0,04 -0,33 0,14 -0,28 0,21 
University/technical school (higher education)   -0,47 0,05 -0,56 0,02 -0,34 0,11 -0,31 0,14 
Recidency outside the capital area   -0,06 0,69 -0,13 0,36 -0,04 0,73 -0,03 0,79 
Low manifestation of sense of security     -0,19 0,20 -0,14 0,33 -0,08 0,58 
Expected intensity of pain during childbirth     -0,03 0,52 0,12 0,01 0,10 0,03 
Attitudes to impending childbirth     -0,31 0,00 -0,29 0,00 -0,30 0,00 
Attitudes to pain mangement with medication     -0,35 0,01 -0,28 0,03 -0,28 0,02 
Positive attitude to pain management without medication     0,06 0,70 0,16 0,24 0,18 0,18 
Support from midwife during childbirth       0,37 0,04 0,30 0,09 
Induced labour       0,01 0,93 -0,01 0,97 
Vacum or forceps delivery       -0,13 0,61 0,04 0,88 
Acut Caesarean Section       -0,03 0,90 0,11 0,60 
Length of birth in hours       0,00 0,65 0,02 0,01 
Stimulation during childbirth       -0,04 0,51 0,00 0,99 
Intensity of pain in childbirth       -0,51 0,00 -0,45 0,00 
Experience of duration of childbirth         1,06 0,00 
Satisfaid with care during childbirth         0,23 0,06 
Ajusted R2 0,08 0,08 0,13 0,27 0,32 
The following variables were coded as dichotomous; use of epidural or not and primipara or multipara, elementary school / other education, university/technical school 
education, residency outside the capital area or not, high manifestation of a sense of security or low manifestation of sense of security, positive attitude to upcoming 
childbirth or not, positive attitude to pain management with medication or not, positive attitude to pain management without medication or not, satisfaction with support 
from midwife during childbirth or not, onset of labour or not, vacuum extraction or vaginal delivery, acute caesarean section or vaginal delivery, oxytocin stimulation during 
childbirth or not, high intensity of pain or low intensity of pain, positive experience of childbirth duration or not, and positive experience of overall satisfaction with care 
during childbirth or not. 
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5 Discussion 
In healthcare around the childbearing process, the focus has traditionally been 
on the identification of risk factors and the reduction of adverse outcomes and 
on a pathogenic view regarding pain and pain management. The overall aim 
of this thesis, however, was to increase knowledge and understanding, within 
a salutogenic perspective, about women’s expectations and experiences of 
pain, pain preparation and how women manage the pain in normal childbirth. 
This means emphasizing a holistic approach, which in the childbearing context 
means, focusing on the strength of each and every childbearing woman.  
Since pain during birth is a complex phenomenon it is useful to examine 
the expectations and experiences of women with both qualitative and 
quantitative methods from a holistic perspective. The results of the studies 
presented give information about the third paradigm regarding childbirth pain; 
the childbearing women’s paradigm. Moreover, within a salutogenic paradigm, 
the results add new knowledge of predictors of pregnant women’s expected 
intensity of childbirth pain and predictors of a positive childbirth pain 
experience within the salutogenic paradigm. Since childbirth pain is a complex 
phenomenon it proved fruitful to examine women’s expectations and 
experiences with both qualitative and quantitative methods to attain a more 
holistic perspective. By studying childbirth pain, firstly from the perspective of 
women with a qualitative approach (Paper I), and secondly, following on those 
results, investigating childbirth pain, again from women’s perspective, using 
quantitative methods (Papers II and III), a holistic view of childbirth pain from 
the perspective of childbearing women was expanded upon. Salutogenic 
outcomes have been identified as factors that contribute to well-being and 
positive healthy outcomes (Smith et al., 2014). In this thesis the focus is mainly 
on such factors, for example on attitude, expectations and on positive 
experience of pain in childbirth.  
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  Women’s experience of childbith pain and the 
experience of managing the pain (study I) 
The findings in study I add to the literature regarding women’s experience of 
childbirth pain and the experience of managing the pain. Women used many 
different strategies to manage the pain, adding to the list of strategies created 
by Escott et al. (2004) and Leap et al. (2010), particularly regarding “mental 
pain management” and using the time between the contractions to relax and 
to gather the strength to manage the pain during next contraction and stay 
focused. Women’s description of their experience of childbirth pain adds to the 
descriptions by other authors (Callister et al., 2003; Escott et al., 2004; Gibbins 
& Thomson, 2001; Lundgren & Dahlberg, 1998; Lundgren, 2005) e.g. how they 
went to their “happy place” to manage the pain whereas others described the 
demanding and difficult nature of childbirth pain, as “overwhelming shadow” 
with feeling of “being stuck” and that some felt “claustrophobic”. The findings 
in study I, indicate, in line with other studies, that the preparation and 
experience of and managing childbirth pain is a complex, individual and 
multifaceted experience (Ampofo & Caine, 2015; Jones et al., 2015; Larkin et 
al., 2009). The overriding theme identified was how childbirth pain was 
demanding and difficult but can be managed with different strategies and with 
support from encouraging and empowering midwives. 
Getting valuable information during pregnancy in order to attain the feeling 
that they were prepared for the childbirth pain was important for the 
participating women. They saw it as a key issue to “get ready” for the pain, to 
see the childbirth pain as challenging, to be “mentally prepared” for the pain 
during pregnancy and to see themselves as capable of giving birth. Some of 
the women stated that it was important to have faith in their body and the 
feeling that the body would guide them through the childbirth. These findings 
indicate, the same as other findings have suggested, that women receiving 
information, preparing themselves and understanding the origin of the 
childbirth pain, are more likely to perceive the eventual birth as positive and 
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perceive childbirth pain as nonthreatening life experience (Gibson, 2014; 
Hauck et al., 2007; Lowe, 2002). 
Lowe (2002) proposes that all strategies that have the potential to reduce 
women’s sense of pain are valuable for increasing the possibility of a positive 
outcome of childbirth. Findings presented in this thesis show that women used 
different ways to manage the pain, actions like mental pain management, 
going to a happy place and counting during the contractions. The women saw 
epidural analgesia as an alternative, not necessarily good or bad, just 
something they could use if needed as one of the many ways to manage the 
pain. One more interesting finding was how women saw the time between 
contractions as a strategy to use to gather their strength to deal with the next 
pain period. This is an important insight, not discussed in the literature to any 
extent. In this sense, it is important to look at a wide range of different 
strategies to manage childbirth pain and not just on the classical division of 
pain management with or without medication. That traditional classification 
probably underestimates the potential of women’s own capacity to manage 
through childbirth pain. Noteworthy is that the women themselves did not talk 
about or point out if they were using pain management with or without 
medication, but looked at their own capacity to manage the pain in their own 
way. 
Besides being well prepared, the women in study I, felt that the midwives’ 
guidance was very important. Similar findings can be found in many studies 
(Carlsson et al., 2012; Dixon et al., 2014; Halldorsdottir & Karlsdottir, 1996). 
The support from midwives and partners was important which refers to the 
importance of the quality of relationship with the caregiver, involvement in 
decision making and personal expectations (Hunter et al., 2008; Lavender et 
al., 1999). Hunter et al. (2008) have stated that the relationship between the 
woman and her midwife is the hidden thread in the tapestry of maternity care 
and how important it is to pay attention to how best it can be developed, 
nurtured and sustained. The partner’s support was also important both for the 
women and their partners, as has been found in other studies (Darvill et al., 
2010; Johansson et al., 2015). Furthermore, support from spouses, relatives 
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or friends during childbirth seems to be a crucial factor in helping women 
maintain control in labour (Cheung et al., 2007; Gibbins & Thomson, 2001). 
Women also claim that support and a feeling of teamwork along with the 
midwife are important factors in the birth experience (Dahlberg & Aune, 2013).  
After the birth the women stated that it had helped them greatly to talk 
about the pain with their midwife in order to make peace with the pain, 
regardless of positive or negative experience. In a study about the need for 
postpartum talk about the experience of childbirth (Olin & Faxelid, 2003), one 
of the issues considered was about pain and pain relief. This relates to how 
talking about past emotionally laden events results in a variety of 
psychological, social and physiological changes that often lead to 
improvements in health (Booth, 2012). From this perspective, the women´s 
childbirth pain experience in the study can be understood as the dichotomy of 
great pain and great joy that may coexist. Accordingly, based on a salutogenic 
view, managing the pain through the birth, for the women in this study, it 
created a sense of accomplishment, strengthening their self-image with a 
positive outcome and experience of childbirth. The findings in study I became 
part of the progress of deciding the focus in data analysis in study II and III as 
the findings indicated issues that were important to women regarding childbirth 
pain. 
 
  Pregnant women’s expectations about pain intensity 
during childbirth and pain management (study II) 
Study II provided new information on women’s expectations early in 
pregnancy, about intensity of childbirth pain and predictors of attitude towards 
different types of pain management that relates to the models of working with 
pain or pain relief (Leap & Anderson, 2008). This study indicates that women 
have expectations about pain early in pregnancy, with 99% of the respondents 
answering the question about expected intensity of pain and their attitudes 
toward pain management. A recent Icelandic study showed that pain 
experienced worse than expected was a predictor for women’s experience of 
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too little time spent on information about birth during antenatal care 
(Gottfredsdottir et al., 2016). This indicates that pain in childbirth should be 
addressed more extensively, early and continuously through pregnancy. 
Noteworthy, is that guidelines on antenatal care recommended the ideal time 
for preparation of birth to be before or at 36 weeks of pregnancy (National 
Institute for Health and Clinical Excellence, 2008). 
Most women expected the impending birth to be very painful, (with the 
mean expected intensity of pain being 5.58 on a seven-point scale). This study 
confirmed previous findings that pregnant women expect severe childbirth 
pain. However, it is not easy to compare findings from other studies on 
expected intensity of pain, as the measurements are different and measured 
prospective or retrospective, at different times during pregnancy or after 
childbirth. In some of the studies it seems to be higher but others found lower 
scores (Abushaikha & Oweis, 2005; Ampofo & Caine, 2015; Ayers & Pickering, 
2005; Capogna et al., 1996; Hug et al., 2008). 
Cultural differences by residency showed that women lived in the capital 
area of Iceland expected a higher score of expected pain intensity, that women 
living in the rural areas. One reason could be that levels of continuity of care is 
higher in the urban areas and previous studies have claimed that continuous 
support during labour affects the experience of pain (Hodnett et al., 2012). 
The strongest predictors of a high expected intensity of pain were 
negative attitudes toward impending childbirth, a low manifestation of sense of 
a security, and a positive attitude to pain management with medication. 
No similar studies on predictors of expected intensity of pain was found in 
the literature. However, other studies have indicated that there is a complex 
relationship between experience of pain in childbirth and variables such as 
support, control and attitude to pain (Escott et al., 2005; Gibson, 2014; Leap & 
Anderson, 2008; Leap et al., 2010; Mander, 2011; van der Gucht & Lewis, 
2015; Whitburn et al., 2014). 
A large group of the women in our study displayed a positive attitude to 
pain management without medication and that is in line with other studies 
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(Leap et al., 2010; Lindholm & Hildingsson, 2015). The variables that predicted 
this was: higher education, preferred mode of birth and consider home birth 
with a midwife. On the other hand, the women in the minority group that had a 
positive attitude to pain management with medication were more likely to have: 
a negative attitude toward the impending childbirth, caesarean section as the 
preferred mode of birth, not considering home birth with a midwife, a high 
expected intensity of pain and residency outside the capital area. No study was 
found in the literature studying similar predictors. This finding is in line with a 
prospective survey conducted in UK, showing that a positive antenatal 
attitudes toward obstetric interventions was a predictor for use of epidural 
analgesia during birth (Green & Baston, 2007). This also agrees with a study 
showing that the attitude toward the impending childbirth is a predictor of 
attitudes toward pain management (Christiaens et al., 2010). 
This study detected multiple predictors of women’s expected intensity of 
pain and attitude to pain management, which can be used early and throughout 
pregnancy to assist women to prepare themselves for the childbirth pain. 
  Women’s experience of positive childbirth pain 
experience (study III) 
In line with a salutogenic view, study III emphasized what predicts women’s 
positive childbirth pain experience. In the presented study more than half of 
the women (62%) had positive attitudes towards the impending childbirth and 
majority of women had an overall positive childbirth experience. Focusing on 
the pain experience in particular, the strongest predictors for positive 
experience were: a positive attitude towards childbirth during pregnancy, 
support from a midwife during childbirth, the use of epidural analgesia, 
education and low intensity of pain in childbirth. 
One study on predictors in relation to fear, attitudes and belief of childbirth, 
mode and experiences was found with similar results. Indicating how attitudes 
have impact on women’s experience of childbirth pain and pain intensity 
(Haines et al., 2012). Results from quantitative studies show that the use of 
epidural analgesia may contribute to some women’s childbirth satisfaction 
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(Hidaka & Callister, 2012) while other results indicate that use of an epidural 
does not automatically improve women’s birth experience (Anim-Somuah et 
al., 2011; Lindholm & Hildingsson, 2015; Waldenström, 1999). 
Women in this study who experienced low intensity pain during childbirth 
did experience the pain more positively than women who experienced high 
intensity pain. Being realistic about expectations of intensity of childbirth pain 
narrows the expectations-experience gap and potentially supports them in 
experiencing greater satisfaction with labour (Lally et al., 2008). Recent study 
from Iceland showed that experiencing pain worse than expected was a 
predictor for women’s experience of too little time spent on information about 
birth during antenatal care (Gottfredsdottir et al., 2016). 
In accordance with woman’ centred midwifery model of care midwife’s 
support (Berg et al., 2012; Bryar & Sinclair, 2011; Halldorsdottir & Karlsdottir, 
2011) constituted a predictor for a positive childbirth pain experience. Interview 
data based on birth stories from 20 Icelandic midwives showed how 
fundamental it is to be present at the side of the woman during childbirth, where 
a relationship is developed based on reciprocity. The act of being present with 
the woman “sitting over” during birth, is for the midwives crucial to develop 
skills and learn to provide support and meet the needs of women and their 
families (Ólafsdóttir, 2011). 
In a critical review of qualitative research investigating women’s 
experience of coping with childbirth pain, different factors seem to influence 
their experience. Support and feeling safe through the childbirth seem to be 
key elements to enhance the coping ability and avoid feelings of loneliness and 
fear. Hence acceptance of pain was acknowledged as important for their 
coping ability of women and although the studies reviewed were conducted in 
seven different countries the experience seemed to be universal (van der 
Gucht & Lewis, 2015). 
According to Fahy’s and Parratt’s (2006) theory, one of the midwives’ 
roles is to create birth territory and use midwifery guardianship to create and 
maintain the territory. By using integrative power and midwifery guardianship 
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women’s own power can be harnessed. Then it is more likely that the woman 
feels secure, the birth is more likely to be normal, and the woman is more likely 
to be content with her birth experience. 
In a study conducted in Australia, pregnant women, when asked about 
their preferences regarding pain relief in childbirth, said that support from a 
midwife was most highly preferred compared to other methods (Madden et al., 
2013). Furthermore, results from a longitudinal Swedish cohort study show that 
expectations of support from the midwife was less likely to be achieved than 
expectations of support from partner (Hildingsson, 2015). Accordingly, more 
attention should be paid to the supportive role during childbirth and the 
fundamentality continuous support of the midwife at birth, not using 
pharmalogical pain management as a substitute for the midwife (Klomp et al., 
2016; Ólafsdóttir, 2011). A positive childbirth experience can have positive 
effects on the mother’s future life, just as a negative birth experience seems to 
have a negative impact (Goodman et al., 2004; Lundgren et al., 2009). 
According to a systematic review of Hodnett et al. (2012) the most pivotal factor 
for a positive childbirth experience is support. The birth room should be a safe 
place for childbearing women, a place where they feel safe, connected to their 
own body, being cared for by a supporting and caring midwife who is aware of 
their need for encouragement, support and continuous care (Berg et al., 2012; 
Nilsson, 2014). 
Leap and Hunter (2016) address the importance of midwifery support 
during childbirth and maintain that it can be a challenge for midwives to urge 
women to find their inner strength when managing childbirth pain. They also 
state that it is important for women to have a positive attitude to the upcoming 
birth. This is in line with the results of Study III, as among the strongest 
predictors for a positive childbirth pain experience were a positive attitude to 
the upcoming birth and experiencing support from the midwife during childbirth.  
This study indicates that there are many predictors for increasing the 
likelihood of a positive childbirth pain experience that health care providers 
should bear in mind when planning pregnancy and childbirth services. 
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  Summary of discussion and future research 
In this thesis of three studies, a women’s paradigm of childbirth pain is 
presented within the salutogenic framework. Findings describe women’s own 
expectations and experience of childbirth pain and different approaches to pain 
preparation and management. One conclusion of the studies is that midwives 
and other health professionals should work with childbearing women in order 
to enhance their positive attitude towards childbirth pain. An effective pain relief 
method preferred by women provides an opportunity to decrease the intensity 
of the pain and to work with the pain in such a way that it improves women’s 
experience of childbirth. These studies are important and add knowledge about 
what predicts positive experience of childbirth pain. They give evidence-based 
information about how to prepare and work with women during pregnancy and 
birth based on the predictors that contribute to their positive experience of 
childbirth pain. 
According to the participating women in study I, focusing not just on the 
contraction but rather on the time between them helped them to manage 
through the childbirth pain. That is something that little attention has been paid 
to, something that could be investigated further from the perspective of women 
and partners and use the findings to prepare pain management during 
pregnancy and in childbirth. The intensity of childbirth pain was one of the 
focuses in study II. Measuring the pain intensity and not how or the ways 
women manage the pain can be looked at as being under the influence of a 
medical approach. 
For future research it could be valuable, based on a midwifery approach, 
to study what predicts childbearing women’s management of pain - a 
salutogenic approach that would perhaps improve our services, benefit 
women, supporting women’s own resources in working with the pain or 
towards pain management. For midwives’ quality of care it is important to have 
a good understanding of how each and every woman prepares herself for 
childbirth pain and works with the pain during her birth. The findings from this 
thesis contribute to enhanced understanding of childbearing women’s 
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expectations and experience and is valuable in order to improve childbirth 
services in the future. 
  Strengths and limitations 
In study I, the interviews were conducted in one geographical area, which 
might be a limitation, because the experience and culture, and the limitation to 
women who spoke Icelandic, are probably so similar as not to allow for the 
expression of the diversity of women. As in all qualitative studies, the 
researchers’ preconceived ideas could have influenced the results. Another 
limitation could be that the study took place in one labour ward, and some of 
the interviews took place very shortly after birth. In the Vancouver-School 
emphasis is placed on the reflection of the participant upon the experience, 
and preferably six months should pass from the experience to the interview, 
so that could be considered as a limitation. Finally, the researchers could have 
commented in more depth on how our interpretation of the findings was shaped 
by our own background, such as gender and life situation (the authors are all 
women who have given birth), our education and work experience, as well as 
our culture. The strengths of study I could, on the other hand, be that the 
authors have many years of experience conducting qualitative research with 
different methods, especially using the Vancouver-School of doing 
phenomenology. The authors have all conducted studies regarding women’ 
experience of childbirth, which could be considered as a strength.  
In two of the studies, II and III questionnaires were used to collect data 
which has its advantages and disadvantages. Although the response rate was 
rather high, it has, as other studies that use questionnaires for date collection, 
disadvantages concerning the types and the range of the scales used. A 
limitation of study II that has to be considered is that the women’s expected 
intensity of pain and attitudes toward pain management were only measured 
once. Their attitudes and expectations might have changed before they 
actually went into labour. Lack of information about non-responders may also 
conceal selection biases because of the lack of documentation of how many 
women were invited to participate but did not do so. However, the strength of 
72 
this study lies in the sample size, response rate, representativeness of the 
whole population of pregnant women attending primary healthcare in Iceland, 
consecutive selection of the study sample, stratification of the sample by 
residency and that most parts of the questionnaire had previously been used 
in numerous studies in Sweden, Finland and Iceland. In study III the limitation 
is that women’s experiences of pain in childbirth were only measured once and 
their experience might have changed during the time that passed since they 
gave birth. Lack of information about non-responders may also conceal 
selection biases. Moreover, the questionnaire used in Studies II and III has not 
been validated in Icelandic settings according to salutogenic outcomes which 
may be a limitation in both these studies. 
The strength of this study lies in the sample size, response rate, and 
representativeness of the whole population of childbearing women in Iceland, 
consecutive selection of the study sample, stratification of the sample by 
residency and that most parts of the questionnaire had previously been used 
in studies in Sweden, Finland and Iceland.  
In all the three studies it can both be seen as a strength and a limitation 
that the candidate has been working along with her academic work in a clinic 
as a midwife for 26 years. Being an ‘inside researcher’ can give valuable insight 
into women’s expectations and experience during pregnancy and it could be 
seen as a strength to for example, have the experience of working with the 
same woman during her pregnancy, birth and the first week after birth. It puts 
the focus of the researcher on the whole process and the importance of 
women’s own expectations and experiences. On the other hand, it can also be 
a limitation, as preconceived ideas could have affected the interpretations of 
the data and the results (Zulfkar, 2014). 
No Icelandic study was found researching women’s expectations and 
experiences regarding pain in childbirth and, thus no Icelandic study could be 
used for comparison. This has to be taken into account when considering 
limitations. The findings of the studies may be influenced by Icelandic culture 
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i.e. Icelandic attitude towards childbirth pain and its management. Therefore, 
the findings can not be applied directly to other cultures. 
 Implication for childbirth services 
Midwifery models of care include the perspective that “being with” the woman 
is pivotal and for the midwife to guide each and every woman through the 
childbearing process in a reciprocal relationship. One of the midwifery goals is 
to strengthen the woman in managing her pain during birth. The findings of this 
research can be used to enhance woman-centred goals regarding childbirth 
pain management and put forward midwifery strategies and clinical guidelines. 
This information could be used in prenatal education, during discussion of birth 
in pregnancy, childbirth and debriefing after childbirth (Table 6). 
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Table 6. Woman-centred midwifery goals regarding childbirth pain. 
Childbearing 
process 
Woman-centred midwifery goals  Midwives’ strategies based on studies I-III 
Pregnancy 
 The woman knows different strategies to 
manage childbirth pain. 
 The woman has a sense of security and 
feels capable of managing the childbirth 
pain. 
 The woman feels ready to go into labour. 
 The woman has a positive attitude 
towards childbirth pain. 
 The woman has a positive attitude 
towards working with pain during 
childbirth. 
 To discuss the woman’s educational needs during pregnancy. 
 To discuss the woman’s feelings regarding childbirth pain and the strategies she intends to use during 
labour. 
 To discuss how the woman thinks her sense of being able to manage through the pain can be improved 
during pregnancy. 
 To inform the woman of the different pain management strategies and things she can do to manage the 
childbirth pain. 
 To discuss the woman’s attitude towards childbirth and childbirth pain. 
 To discuss how important, it is to have a positive attitude towards childbirth pain. 
 To practice mental pain management such as imagining a successful childbirth process. 
Childbirth 
 The woman is aware of different 
strategies to manage the pain. 
 The woman is able to listen to and go 
with the flow of her body. 
 The woman experiences that her 
midwife is in harmony with her. 
 The woman is aware of the supporting 
role of her midwife and her birth partner. 
 To create a connection with the woman and to be sensitive to her needs and wishes regarding pain 
management. 
 To encourage the woman to use her mind and her body to manage through the childbirth pain. 
 To support the woman in every way and encourage her through the labour. 
 To help her and support her in her choice of strategies to manage childbirth pain. 
 To create calm and a secure environment for the woman in childbirth. 
 Being present for the woman without interfering with the flow of her body. 
 To be in harmony with the woman during childbirth by connecting with her. 
 To support and encourage her birth partner to support her in every way he or she can. 
After 
childbirth 
 The woman is satisfied with the 
midwifery services she received. 
 The woman is at peace with the pain. 
 The woman is satisfied with how she 
handled the childbirth pain. 
 The woman has a positive childbirth 
pain experience. 
 Discuss the woman’s feelings regarding the childbirth pain after the birth. 
 Discuss the woman’s feelings regarding the effect of her experience of childbirth pain on her life, both 
positive and negative. 






Woman-centred midwifery goals regarding childbirth pain could also be 
used as a basis for teaching in midwifery education. Using the opportunity 
during the childbirth process to strengthen women’s own resources and 
maximize the likelihood of positive childbirth pain experience is of importance 
and in line with a salutogenic approach. 
Although many healthcare providers are critical on the medicalization of 
childbirth, they must remember that some women need medical services 
based on their expectations during pregnancy and experiences of pain in 
childbirth. On the other hand, based on a salutogenic view, it must be 
acknowledged that most women are perfectly healthy and are not in a great 
risk of having health problems during their pregnancy and birth.  
A mutual understanding between the woman and her midwife of how the 
woman expects and experiences the pain during the childbearing process is 
crucial, so that the two parties concerned can work together and maximize the 
likelihood of a good experience for the woman in terms of childbirth pain. For 
a good quality of care midwives must be sensitive to women’s expectations 
and experience of pain in childbirth and pay attention to all the different factors 
that influence women’s experience of pain and be aware of how they can affect 
different factors in order to increase the likelihood of women’s positive 
childbirth pain experience. Working with each woman in identifying her own 
strength and resources to manage through the childbirth pain is an 
empowering experience. Women should be given positive messages about 
their bodies and abilities to give birth using their own capacity by supporting 
their choice in pain management throughout the childbirth.  
Midwifery services must be in accordance with the latest available 
knowledge within the profession and with the wishes and needs of childbearing 
women in mind. Midwives should be aware of their role to strengthen women 
in every way they can and must be aware of the powerful influence they can 
have on the lives of women and their families. Accordingly, to work with women 
76 
on an equal basis to maximize the likelihood of a good experience of childbirth 




6  Conclusions 
The overall aim of this thesis was to increase knowledge and understanding 
about women’s expectations and experiences of pain, pain preparation and 
how women manage the pain in normal childbirth. It is based on a salutogenic 
view, of how women prepare themselves for the pain and how healthcare 
providers could support women in having a positive experience of childbirth 
pain. In high-income Western societies, increased technology around childbirth 
has increasingly focused on what is abnormal and dangerous and less on what 
healthcare providers can do to improve health and maximize the likelihood of 
a positive childbirth pain experience. The results of these studies highlight 
women’s own perspective regarding childbirth pain, which we call the third 
paradigm. The first and second paradigm are the midwifery and the medical 
paradigms. All three paradigms are important and none of them should replace 
the other when planning childbirth services. By studying childbirth pain, firstly, 
from the perspective of women with a qualitative approach (Paper I), and 
secondly, based on those results, investigating childbirth pain, again from 
women’s perspective, using quantitative methods (Papers II and III), a holistic 
view of childbirth pain from the perspective of women was expanded. 
In view of the fact that the majority of pregnant women are healthy and 
the majority of births are vaginal births, it is noteworthy how little focus has 
been on salutogenic views regarding childbirth pain experience. Therefore, the 
information presented in this thesis on women’s predictors on their attitudes to 
childbirth pain during pregnancy and on predictors on positive childbirth pain 
experience is valuable and can be used to improve service throughout the 
childbirth process. The emphasis is on a holistic approach and individualized 
care, which is in line with the theory of salutogenesis, which in the childbearing 
context focuses on the strength of each and every childbearing woman, rather 
than on risk and diseases connected to her condition. 
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Background: Pain in childbirth has been identified as one of the major 
components in the childbirth experience and an important topic that needs to 
be addressed during pregnancy, birth and the after-birth period. 
Aim: The aim of the study was to describe women’s childbirth pain experience 
and to identify predictors of women’s positive childbirth pain experience. 
Method: A population-based cross-sectional cohort study design was 
implemented, with convenient consecutive sampling, stratified according to 
residency. Pregnant women were recruited through 26 health care centres. 
Participants were sent a questionnaire by mail during early pregnancy and 
another one five to six months after childbirth. A multiple regression analysis 
was done, with women’s childbirth pain experiences as the dependent 
variable. 
Findings: Altogether 726 women participated in the study, with a response 
rate of 68%.  
The strongest predictors for women’s positive childbirth pain experience were 
positive attitude to childbirth during pregnancy; support from midwife during 
childbirth; use of epidural analgesia and low intensity of pain in childbirth.  
Discussion: A large group of women experienced childbirth pain as positive, 
which is in consistent with studies that have demonstrated that pain in childbirth 
is different from other kinds of pain. In addition to epidural use as a predictor 
for positive childbirth pain experience, many other strong predictors exist and 
must be acknowledged. 
Conclusion: When planning pregnancy and childbirth services, predictors of 
positive experience of childbirth pain should be considered and investigated 
further. 
 




Pain in childbirth has been identified as one of the major components 
in the childbirth experience, an important topic that needs to be addressed 
during pregnancy, birth and the postnatal period.1-3 Women describe pain in 
labour as being different from any other pain that they have experienced, and 
some women have described it as the most memorable pain that they have 
ever experienced.4 A review of women’s experiences of coping with pain during 
childbirth show that many women have a positive outlook on and pragmatic 
acceptance of pain during childbirth.5 Studies have indicated that women 
expect labour to be painful and that women can experience pain in childbirth 
either positively or negatively.6 However, research is lacking on what predicts 
women’s positive childbirth pain experience. 
Women’s childbirth pain experience is a multifocal phenomenon and 
as such has to be looked at from many different perspectives. Klomp et al.7 
found that three main themes explained women’s expectations for 
management of labour pain: preparation, support and control, as well as 
decision-making. A systematic review of women’s childbirth pain experience 
found strong correlations between personal control and satisfaction with pain 
relief.8 The perception of pain is one of the strongest predictors of the overall 
childbirth experience.9 
Various forms of pain management are available for women during 
birth. But pain experience during childbirth and its connection to women’s 
childbirth satisfaction is complex. Women’s sense of control, how they cope 
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with labour pain,10 and the choices that they have regarding pain relief during 
labour11 have all been linked to positive overall childbirth satisfaction. Pregnant 
women have a different attitude to pain management depending on whether it 
is with or without medication. In a study by Karlsdottir et al.12 only 35% of 
pregnant women had a positive attitude to pain management with medication, 
while 77% had a positive attitude to pain management without medication. 
Furthermore, pain management with medication does not automatically imply 
increased childbirth satisfaction.13 
Women’s childbirth pain experience has been linked to women’s 
health after childbirth. Women who felt much pain during childbirth and women 
who experienced birth negatively were more likely to suffer from posttraumatic 
stress syndromes after childbirth than those who experienced less pain or had 
a good childbirth experience.3 Studies have also indicated that women’s 
perceived high level of pain during birth is one of the factors that makes a birth 
experience traumatic.14-16 
The experience of labour pain seems, therefore, to be complex, and 
numerous factors might impact women’s experience of labour pain. A 
systematic review shows that women generally experience a higher level of 
labour pain than they expected before birth.17 Studies indicate that the gap 
between expectations and experience causes harmful childbirth experience.18 
Experiences of pain during the first stage of labour, feelings of powerlessness, 
lack of social support have been identified as predictors for traumatic childbirth 
experience.19,20 Midwives are the primary caregivers during birth and the 
quality of their care greatly influences women’s experience of pain.21 There is 
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a dearth of studies on women’s childbirth pain experience, as well as a lack of 
research on what predicts these experiences. Knowledge regarding women’s 
perspective on childbirth care is needed if midwives and other health care 
professionals are to have a positive influence on women’s experience of labour 
pain. The aim of this study was to describe women’s pain experience in 
childbirth and to identify predictors of women’s positive childbirth pain 
experience. 
Method 
Setting and design 
Iceland has about 325,000 inhabitants and approximately 4,500 
women give birth each year. Forty-five primary health care centres around the 
country offer antenatal care for healthy pregnant women. Midwives are the 
primary caregivers during a normal pregnancy, childbirth and post-partum 
period. Almost all pregnant women attend antenatal care regularly over their 
pregnancy and meet the same midwife repeatedly during their antenatal visit. 
Midwives offers prenatal classes and either midwives or obstetricians offer 
screening tests for some chromosomal abnormalities during the 11th -14th week 
and ultrasound check during the 18th -19th week. Yearly, 70-75% of births take 
place at the Landspitali National University Hospital of Iceland, in the capital 
area of Reykjavik (hereafter called Landspitali) and the remaining births take 
place in seven other maternity hospitals around the country, each with different 
levels of service. The home birth rate is 1.9% for the whole country and the 
caesarean section rate has been 15–17% for the last few years.22 In Iceland 
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midwives attend all births so the only situation where a midwife would not 
attend a delivery would be in an ambulance or a sudden, unplanned homebirth. 
The live birth rate per 1000 population is 13.1 and the perinatal mortality rate 
is 3.1 per 1000 births, including all perinatal deaths after 22 gestational weeks 
(first week deaths, stillbirths, after 22 weeks or children born 500 grams or 
more).23 
This study is part of the Childbirth and Health Study in Primary Care in 
Iceland,24 which is based on the “KUB” study (“Kvinnors upplevelse av 
barnafödande” / “Women’s experience of childbirth”) on pregnant women 
carried out in Sweden in 1999–2000.25 We implemented a population-based 
cross-sectional cohort study design and convenient consecutive sampling 
stratified according to residency. The catchment area covered about 60% of 
maternity care for healthy women, serving around 3,000 pregnant women per 
year. The sampling was a convenience sample stratified by residence from 26 
health care centres out of 45, distributed evenly around the country. The health 
care centres were chosen to attain a distribution similar to births in the entire 
country with a ratio of 70:30 for the capital and rural area respectively. The 
data collection took place from February 2009 to March 2010.  
Midwives introduced the study to pregnant women 18 years and older 
who were fluent in Icelandic at their first antenatal visit. Participants were sent 
a questionnaire by mail during early pregnancy and another one five to six 
months after childbirth. Data from both these questionnaires are published in 
this paper. 
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Women were asked to answer a comprehensive questionnaire on the 
following items: socio-demographic and obstetric background; manifestation of 
a sense of security; expectations and attitude to the impending childbirth; and 
attitude to pain and pain management with and without medication. Five to six 
months after childbirth, the women who responded to the questionnaire during 
pregnancy were sent another questionnaire that contained questions on such 
items as childbirth pain experience; intensity of pain during labour; pain 
management used; birth outcome; and overall satisfaction with care during 
labour. One reminder was sent to all participants. The data collection process 
has been described in more detail elsewhere.26 
Questionnaire 
The design of the study was based on a similar cohort study among 
pregnant women in Sweden, the KUB study (Kvinnor upplevelse av 
barnafödande). 27 The questionnaires had been used in Sweden and were 
translated and back-translated and adapted to Icelandic setting before use. All 
questionnaires were pretested, translated and adapted for the Icelandic 
context by the Childbirth and Health Study Group. The Icelandic questionnaire 
was pre-tested with 31 pregnant women of different ages, parity and 
educational background. They were asked to comment briefly on the clarity of 
the text and on the questions they answered. Four of the participants were 
contacted and gave verbal comments, such as on the length and clarity of 




The dependent variable in the present study was women’s childbirth pain 
experience, measured with the question what was your experience of pain 
during childbirth? Responses ranged from ‘very negative’ (1) to ‘very positive’ 
(7). The participants’ manifestation of a sense of security was measured in 
data collection that was carried out during pregnancy using a 9-item scale, 
which was part of a Finnish instrument measuring women’s manifestation of a 
sense of security during pregnancy.24 Examples of the items tested were: I feel 
calm, I am confident that my childbirth will go well and I feel well balanced. 
Responses ranged from ‘totally agree’ (1) to ‘totally disagree’ (4). As the 
responses to the questions on manifesting a sense of security were not 
normally distributed, the data were negatively skewed with the mean score 
slightly below 2.0. The variable was recoded into two groups labelled low <2 
and high ≥2. The scale measuring the manifestation of a sense of security had 
shown good internal consistency in a Finnish sample, with a Cronbach’s alpha 
coefficient of 0.87.28  
Pain intensity was measured on a scale of 1 to 10 where 1 indicated, 
did not feel any pain and 10 the most imaginable pain. Midwife support was 
measured with a multiple answer question; who if any of the following were of 
support to you during labour. Among the options was firstly husband/father of 
the child, second midwife and continued with: my mother, girlfriend, the child’s 
siblings, a doula, an obstetrician, a paediatrician, midwifery student, health 
care assistant, medical student, others and last, I didn’t get any support. A list 
of different variables and responses are shown in Table 1. 
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Data analysis 
Before data analysis was conducted, the women who gave birth with 
planned caesarean section were excluded from the data. Descriptive data are 
presented as mean values with standard deviations and percentages (Table 
1). A comparison of proportions between groups was undertaken using cross-
tabulations and Pearson’s chi-squared test as illustrated in Table 2. 
Significance level was set at 0.05. 
A multiple regression analysis was done, with the item women’s 
childbirth pain experiences as the dependent variable. In the multiple 
regression model, we used several variables as independent variables, 
beginning with epidural use and then the demographic variables of age, parity, 
education and residency. The following variables measured during pregnancy 
were put in next: manifestation of a sense of security; expected intensity of 
pain during childbirth; attitude to pain management with medication; and 
attitude to pain management without medication. Subsequently, variables 
measuring birth outcomes were put in the model. These were: onset of labour, 
mode of childbirth, birth duration, stimulation during childbirth and perception 
of intensity of pain. Finally, experience of length of birth and women’s overall 
satisfaction with care during labour were put in the model. Age, expected 
intensity of pain, attitude to the impending childbirth and intensity of pain in 
childbirth were the only variables that were continuous; all other variables were 
put into the model as categorized. The following variables were coded as 
dichotomous outcomes; use of an epidural, parity, education, residency, 
manifestation of a sense of security, attitude to upcoming childbirth, attitude to 
130 
pain management with medication, attitude to pain management without 
medication, satisfaction with support from midwife during childbirth, onset of 
labour, mode of delivery, oxytocin stimulation during childbirth, intensity of pain 
during childbirth, experience of duration of childbirth and overall satisfaction 
with care during childbirth. 
All analyses were performed with SPSS 21 software.  
Ethical considerations 
The study was ethically approved by the Icelandic National Bioethics 
Committee (VSNb2008010023/03-1) and reported to the Data Protection 
Authority (S3695/2008 LSL/--). Approval was also obtained from the ethics 
committees of the health institutions concerned. Participants received both 
written and verbal information before participation, and their right to withdraw 
during participation was made clear.  
Results 
The number of woman who filled out the questionnaire during 
pregnancy came to 1.111 (response rate 63%); of these women, 765 
responded again five to six months after birth. Data from 766 women were 
analysed, giving a response rate of 68%. Forty women who delivered with 
planned caesarean section were eliminated. 
The average age of the women was 29.8 years (SD = 5.0), 93% were 
married or lived with a partner and the majority (66 %) had a 
university/technical school education. Sixty-eight percent lived in the capital 
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area and 41% were primipara women. The sample was representative of the 
population regarding age, marital status, education, residency and parity.26 
Seventy-six percent of the women showed high manifestation of a 
sense of security during pregnancy, while 24% showed low manifestation. 
Compared to multiparous women, primiparous women showed significantly 
higher manifestation of a sense of security (80% vs. 73%). The majority of the 
women expected the upcoming birth to be painful, with mean expected 
intensity of pain (EIPC) being 5.61 (SD = 1.3; range 1 to 7) with no significant 
difference between primiparous and multiparous women. However, 
primiparous women had a significantly more positive attitude to the upcoming 
birth, but no significant difference was found between the attitude of 
primiparous and multiparous women to pain management with or without 
medication. 
This study showed that a large group of women experienced childbirth 
pain as positive as the mean score was 4.21 (SD = 1.73) on a seven-point 
scale ranging from ‘very negative’ (1) to ‘very positive’ (7). The majority of the 
women (63%) gave birth at Landspitali and 81% of the primiparous women had 
a vaginal birth, compared to 89% of the multiparous women. Six percent of 
women gave birth by vacuum or forceps delivery and 10% had acute 
caesarean section. Over a third of the women (38%) used epidural analgesia 
to manage pain and most women experienced support during labour and birth 
from a midwife (88%) or midwifery student (15%). The mean length of birth 
was 12 hours and 44% of the women had oxytocin stimulation during the first 
or second stage of labour.  
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When women were asked about their experience of the duration of 
birth, 33% stated that it was shorter than they expected, 41% stated that the 
time was as expected and 26% stated that it had been prolonged. The majority 
of women (64%) claimed that their overall satisfaction with the care they 
received during childbirth was very good, 30% felt that it was good, 4% stated 
that the care was neither good nor bad and 1.5% stated that the care was bad 
or very bad. More descriptive findings are presented in Table 1. 
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Table 1. Descriptive findings 
Variable                 n (%) Variables n (%) 
Age 726 Mode of childbirth 726 
Mean and SD 29.8 (5) Vaginal birth 611 (84) 
≤24 98 (13) Vacuum /forceps delivery 43 (6) 
25–29 271 (38) Acute Caesarean Section 72 (10) 
30–34 216 (30) Length of childbirth in hours 709 
35≥ 141 (19) Mean 9.9 (10.2) 
Parity 725 Ten hours and less 478 (67) 
Primiparous women 294 (41) Eleven hours and more 231 (33) 
Multiparous women 431 (59) Stimulation during childbirth 708 
Education 726 No stimulation 409 (56) 
Elementary school 67 (9) Yes during first stage 217 (30) 
High school or similar 181 (25) Yes during second stage 62 (8) 
University/technical school education 478 (66) Don’t know 20 (6) 
Residence 725 Intensity of pain in childbirth 719 
Capital area 490 (68) Mean and SD 5.5 (1.4) 
Outside the capital area 236 (32) 1 14 (29) 
Manifestation of sense of security 704 2 32 (4) 
Mean and SD 1.7 (0,4) 3 16 (2) 
High 533 (76) 4 82 (11) 
Low 171 (24) 5 99 (14) 
Expected intensity of pain during childbirth 722 6 316 (44) 
Mean and SD 5.6 (1.3) 7 160 (22) 
1 2 (0.3) Experience of duration of childbirth 726 
2 12 (2) Prolonged 190 (26) 
3 39 (5) Took a short time 230 (33) 
4 93 (13) Appropriate long 296 (41) 
5 153 (21) Support during childbirth 725 
6 184 (25) Midwife 636 (88) 
7 239 (33) Midwifery student or other health professional 89 (12) 
Attitudes to impending  childbirth 725 
Women's overall satisfaction with care 
during childbirth 
725 
Very positive 211 (29) Very good 466 (64) 
Rather positive 242 (33) Good 223 (30.5) 
Mixed feelings (both positive and negative) 230 (32) Neither good or bad 27 (4) 
Rather negative 29 (4) Bad 6 (1) 
Very negative 13 (2) Very bad 3 (0.5) 
Attitude to pain management with medication 722 Experience of childbirth 723 
Do not wish to use it 49 (7) Very positive 270 (37) 
Try to avoid using it 426 (59) Positive 209 (29) 
Wish to use 247 (34) Both positive and negative 206 (29) 
Attitude to pain management without medication 723 Negative 17 (2) 
Not interested in using it 46 (6) Very negative 21 (3) 
Try to avoid using it 119 (17) Pain management used 726 
Wish to use 558 (77) Epidural used 278 (38) 
Onset of labour 720 Epidural not used 448 (62) 
Spontaneous labour 532 (74)   





Variables that r evealed significant difference with experience of 
childbirth pain were: manifestation of a sense of security; attitude to impending 
childbirth; pain management with and without medication; stimulation during 
birth; expected intensity and actual intensity of pain in childbirth; experience 
duration of childbirth; satisfaction with care during labour; experience of birth; 
and use of epidural during childbirth. More findings are presented in Table 2. 






Manifestation of sense of security  0,05 
Expected intensity of pain during childbirth  0,31 
Attitudes to impending childbirth  0,01 
Attitude to pain management with medication 0,01 
Attitude to pain management without medication 0,01 
Onset of labour  0,13 
Mode of childbirth 0,63 
Length of birth in hours 0,16 
Stimulation during childbirth  0,05 
Intensity of pain in childbirth  0,01 
Experience of duration of childbirth  0,01 
Support during childbirth  0,24 
Experience of childbirth  0,01 
Pain management used  0,01 
Women's overall satisfaction with care during childbirth 0,01 
 
The results from the multiple regression analysis are shown in Table 
3. Twenty variables were introduced into the model in steps. Holding other 
independent variables constant, the models showed that the strongest 
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predictors for women’s positive childbirth pain experience were: positive 
attitude to the upcoming childbirth (b = - 0.30); experience support from 
midwife during childbirth (b = 0.30); use of epidural analgesia for pain 
management (b = - 0.51) and experience of low intensity of pain during 
childbirth (b = - 0.45). 
More variables that predicted women’s positive childbirth pain 
experience are shown in Table 3.
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Table 5. Multiple regression models for potential predictors of women's childbirth pain experience. 
 Model 1 Model 2 Model 3 Model 4 Model 5 
 b p b p b p b p b p 







































0,14 -0,28 0,21 










0,11 -0,31 0,14 










0,73 -0,03 0,79 
Low manifestation of sense of security 






0,33 -0,08 0,58 
Expected intensity of pain during childbirth 
    
-
0,03 
0,52 0,12 0,01 0,10 0,03 
Attitudes to impending childbirth 






0,00 -0,30 0,00 
Attitudes to pain mangement with medication 






0,03 -0,28 0,02 
Positive attitude to pain management without 
medication     
0,
06 
0,70 0,16 0,24 0,18 0,18 
Support from midwife during childbirth       0,37 0,04 0,30 0,09 
Induced labour       0,01 0,93 -0,01 0,97 
Vacum or forceps delivery 
      
-
0,13 
0,61 0,04 0,88 
Acute Caesarean Section 
      
-
0,03 
0,90 0,11 0,60 
Length of birth in hours       0,00 0,65 0,02 0,01 
Stimulation during childbirth 
      
-
0,04 
0,51 0,00 0,99 
Intensity of pain in childbirth 
      
-
0,51 
0,00 -0,45 0,00 
Experience of duration of childbirth         1,06 0,00 
Satisfaid with care during childbirth         0,23 0,06 
Ajusted R2 0,08 0,08 0,13 0,27 0,32 
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Discussion 
Prior studies have demonstrated that the pain experience is one of the 
main components in the childbirth experience.1,2 However, the focus of these 
studies was not on women’s childbirth pain experience and what predicts 
positive childbirth pain experiences. In this study, we emphasized what 
predicts women’s positive childbirth pain experience and found that the 
strongest predictors were a positive attitude to childbirth during pregnancy, 
support from a midwife during childbirth, the use of epidural analgesia and low 
intensity of pain in childbirth. 
Findings on the impact of a positive attitude towards the impending 
childbirth on the women’s childbirth pain experience are in line with a 
prospective cohort study.9 The study of Haines, Rubertsson, Pallant and 
Hildingsons29 also indicated that attitude markedly affected women’s 
experience of childbirth pain. Measured on a 7-point scale ranging from “very 
positive” (1) to “very negative” (7), the mean score of the experience of 
childbirth pain for a group of women who were identified as self-determiners 
was 3.71. Women who were identified as “taking it as is comes” scored 3.93 
and those who were identified as being fearful scored 4.11. In the presented 
study 38% of the women stated that they had mixed feelings or a negative 
attitude towards the impending childbirth. One compelling conclusion that can 
be drawn from these figures is that midwives and other health professionals 
have to attend to women’s attitude towards childbirth during pregnancy to 
increase the likelihood that the pregnant women will adopt a positive attitude 
towards this coming life event. 
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Attitude to pain management both with and without medication was a 
predictor for women’s childbirth pain experience. Studies have indicated that 
there is direct correlation between pregnant women’s preferences for pain 
management in labour and their actual use.30 An effective pain relief method 
provides women with the opportunity to decrease the intensity of the pain and 
to work with it in such way as to improve their experience of pain. In our study, 
use of epidural analgesia constituted a strong predictor for a women’s positive 
childbirth pain experience. Results from quantitative studies have stated that 
the use of epidural analgesia may contribute to some women’s childbirth 
satisfaction,31 while results from Lindholm and Hildingsson30 indicate that use 
of an epidural does not automatically improve women’s birth experience. 
Studies have also shown that antenatal education can increase women’s use 
of epidural pain management. 32 
Women who experienced low intensity pain during childbirth did 
experience the pain more positively than women who experienced high 
intensity pain. This finding is in line with the findings of a study conducted in 
Norway which showed that the majority of first time mothers experienced 
childbirth as expected and that around 20% of the same group experienced 
childbirth as something that exceeded their expectations.33 Other researchers 
have stated that women’s realistic expectations of intensity of childbirth pain 
narrow the expectations-experience gap and potentially support them in 
experiencing greater satisfaction with labour.17 
In our study, midwife support constituted a predictor for positive 
childbirth pain experience. In a study conducted in Australia, pregnant women, 
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when asked about their preferences regarding pain relief in childbirth, said that 
a supporting person in the form of a midwife was most highly preferred 
compared to other methods.34 Furthermore, results from a longitudinal 
Swedish cohort study show that expectations on support from the midwife was 
less likely to be achieved than expectations on support from partner.35 
Accordingly, more attention should be paid to the role midwife support plays 
during childbirth as it seems to be one of the factors that women believe to be 
important in effectively managing labour pain.  
The association between women’s childbirth pain experience and 
other variables has not been studied to any great extent. Other factors that 
seem to affect women’s experience of childbirth pain need to be studied 
further. In addition to the use of medicated pain management these include 
their attitude to the impending childbirth; their attitude to childbirth pain 
management during pregnancy; the support they receive from the midwife 
during childbirth; and their satisfaction with care during childbirth. The focus of 
research to date has been overwhelmingly on pain management, with scant 
scientific attention being given to other issues that heath care professionals 
would do well to take cognizance of when planning pregnancy and childbirth 
services. Experience of childbirth can affect a woman’s life for many years after 
the childbirth, as studies have shown, and a positive childbirth experience can 
affect women’s self-esteem.2 Maximizing the likelihood of a good childbirth 
experience is therefore of the utmost importance for the well-being of the 
childbearing women and, consequently, her new born baby. That said, a 
concept analysis on women’s experience of labour and birth found that no 
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agreement as yet exists on the type and timing of interventions offered to 
women prior to, during or after childbirth.1 
The present study adds to the knowledge of women’s positive 
childbirth pain experience and of what predicts that experience. These findings 
should be used to improve guidelines on antenatal services to assist women’s 
preparation for expected pain of childbirth. Hence, midwives should assist 
women throughout the pregnancy to identifying and believe in their own 
strength and to identify and work with their attitudes to the childbirth and to the 
pain itself. 
Although the results can be used in planning and dispensing antenatal 
care, it must be stressed that more studies are needed. It is important to 
determine how women can prepare themselves for the pain of labour and how 
healthcare providers can plan pregnancy and childbirth services with the 
results of this research in mind. Successfully incorporating new knowledge into 
antenatal and perinatal care could increase the likelihood of women having a 
more positive, if not outright positive experience of childbirth pain. In the light 
of such promising likelihoods, salutogenic outcomes,36 such as women’s 
childbirth positive pain experience, should be measured postnatally.  
A limitation of this study is that women’s experiences of pain in 
childbirth were only measured once and their experience may have changed 
during the time that had passed since they gave birth. Lack of information 
about non-responders may also conceal selection biases. Additionally, 
although this cohort study offers a wealth of information on Icelandic women, 
it has its limitations regarding application to other cohorts with a different 
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cultural, linguistic or socioeconomic status. The strength of this study lies in 
the sample size, response rate, and representativeness of the whole 
population of childbearing women in Iceland, consecutive selection of the study 
sample and stratification of the sample by residency. Most parts of the 
questionnaire had previously been used in studies in Sweden, Finland and 
Iceland.24,27,28 
Conclusion 
There are many factors that affect women’s experience of pain in 
childbirth that healthcare providers should bear in mind when planning 
pregnancy and childbirth services. Our study provides an overview of multiple 
predictors of women’s positive childbirth pain experience – for example, 
women’s attitudes towards upcoming childbirth, the use of an epidural and 
support from a midwife during childbirth. Addressing these variables during 
pregnancy and childbirth is of the utmost importance to maximize the likelihood 
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